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IN THE MENOPAUSE THE ADMINISTRATION 
OF ESTROGENS “...HELPS SUBSTANTIALLY TO 
TIDE OVER THE PERIOD OF ADJUSTMENT.” 


Sollmann, T.: A Manual of Pharmacology, ed. 7, Philadelphia, W. B. Saunders Company, 1948, p. 437. 


The vasomotor symptoms such as hot flushes and palpitations are readily identified with the 
menopausal syndrome, and related to declining ovarian secretion. Not so the multiplicity of 
other symptoms which may appear long before, or even years after, menstruation ceases, 
such as headache, insomnia, irritability and fatigability; and the musculoskeletal symptoms 
ranging from vague pains, arthralgias and myalgias to postmenopausal osteoporosis. In either 
case, the cause is the same: estrogen deficiency. 


ESTROGEN REPLACEMENT IS SPECIFIC THERAPY 


Estrogen replacement therapy specifically treats the basic deficiency. It stabilizes the vas- 
omotor system enabling the patient to readjust to a new physiologic environment. Further- 
more, estrogen is not just a “female sex hormone.” It has a beneficial effect on bone and 
on protein metabolism;! on uterine supporting structures;2 on the skin, and the mucosa — not 
only of the vaginal tract but also of the urinary bladder and stomach.3-5 Estrogen provides a 
possible relative immunity to coronary atherosclerosis, and —_ to counterbalance the 
tendency to adrenal and pituitary hyperactivity.7 


“PREMARIN” RELIEVES ALL THE SYMPTOMS 
OF THE MENOPAUSE AND PROVIDES AN 
EXTRA “PLUS’—A SENSE OF “WELL-BEING.” 


“Premarin” not only promptly relieves the hot flushes and the other distressing menopausal 
symptoms but almost invariably imparts a gratifying sense of “well-being.” In addition, the 
over-all influence of “Premarin” on metabolic functions is also increasingly recognized as a 
decisive factor in the postmenopausal years to insure better physical health and greater 
emotional stability.8-10 These are some of the important features that have established 
clinical acceptance for “Premarin” over more than seventeen years, and have made it the 
most widely prescribed natural oral estrogen in the menopause. 

“Premarin’”® (conjugated estrogens, equine) presents not just a single conjugate but the 
complete equine estrogen-complex as it naturally occurs. “Premarin” is well tolerated, con- 
venient to take, rapidly absorbed, and virtually free from side effects. 

Administration is cyclic (usually three weeks’ therapy with one week rest period). 
Average suggested dosage: 1.25 mg. daily — increased to b.i.d. or t.i.d. if necessary. Dosage 
is gradually reduced to maintenance levels. 

To suit patient requirements, four potencies of tablets (2.5 mg., 1.25 mg., 0.625 mg., and 
0.3 mg.), and one potency of liquid (0.625 mg. per tsp.). 


1. Stein, 1., Stein, R.O., and Beller, M.L.: Living Bone in Health and Disease, Philadelphia, J. 8. Lippi Com, 
pany, 1955, chap. 9, p. 176.* 2. Anderson, H.E.: J.A.M. A. 168 :173 (Sept. 13) 1958. + 3. Goldzieher, M.A 
Geriatrics 1:226 (May-June) 1946. » 4. Hamblen, E.C., in Stieglitz, E.J.: Geriatric Medicine, ed. 2, Philadelphi 


.W. B. Saunders Company, 1949, chap. 41, pp. 657-673.+ 5. , Kurzrok, L.: (Correspondence), Mod. Med. 26:3 
(Oct. 1) 1958. + 6. Rivin, A. U., and Dimitroff, S. P.: Circulation 9:533 (Apr.) 1954. + 7. Griffith, G.C.: Obst. 
Gynec. 7:479 (May) 1956. + 8. Stoddard, F.J.: Obst. & Gynec. Surv. 10:801 (Dec.) 1955. + 9. Shelton, E. K. 
J. Am. Geriatrics Soc. 2:627 (Oct.) 1954. + 10. Randall, C. L., Birtch, P. K., and Harkins, J.L.: Am. J. Obst. 
Gynec. 74:719 (Oct.) 1957. 
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“| YOUR GATEWAY TO AN 
ESTABLISHED, 
WORLD-WIDE PRACTICE 


As an Army physician, you enjoy several unique advantages. Without 
uncertainty, you step into an outstanding, established practice. In 
addition, foreign travel opportunities for you and your family provide 
a freedom of movement unparalleled in civilian life. An Army residency 
places you on the threshold of this world-wide medical career—and 
offers you three distinct benefits: 


Financial security. During his Army residency the physician receives full pay 
and allowances of a Captain, Regular th Medical Corps. .. . for married 
Officers, this amounts to over $650 a month . . . for single officers, over $600. 


tion Opportunities. You may apply for your residency training in 


Specializa‘ 

any of these 24 specialty fields . . . 

Allergy Obstetrics and Gynecology Preventive Medicine 
Ophthalmology 

Dermatology Orthopedic Surgery 


Gastroenterology Cardiovascular Disease 
General Practice 
Internal Medicine 


Neurology 
Neurological Surgery 


Excellent training. To meet American Board requirements, the Army resident 
receives formal training under the direction of outstanding military and civilian 
physicians—many of whom are noted specialists in their fields. (Army hospitals 
are among the first to employ the most advanced medical, surgical and radio- 
logical techniques.) 


For complete information about an Army residency, write or phone the Army 
Medical Procurement Officer at the address nearest you. Why not do it now? 


NEW YORK, New York BALTIMORE, Maryland ATLANTA, 
Headquarters First Lad Headquarters Second Army Headquarters Third Army 
Governors Island, N. Y. Fort Meade, Md. Fort McPherson, Ga. 


ANTONIO, Texas CHICAGO, Iilineis SAN 


CISCO, California 
rters pee ae Headquarters Fifth Army Headquarters Sixth Army 
fort im Houston, T Chicago 15, Illinois io of San Francisco, Calif. 
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Physician 


Perrin H. Long, M.D. 

Chairman Department of Medicine 
College of Medicine at New York City 
State University of New York 

Chief, Department of Medicine, 

Kings County Hospital Center, 
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Tiree Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 4 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN in each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. .......- (194 mg.) 
Phenobarbital 4 gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 
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fessor and Chairman, Department of 
Dermatology and Syphilology, New 
York University Postgraduate Medi- 
cal School. 


General Practice 
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Ophthalmology 


Derrick T. Vatt, M. D., Chairman, 
Department of Ophthalmology, North- 
western University Medical School. 
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Sodium 


CHEPARIN SODIUM, ORGANON) 


Heparin was first presented to America as Liquaemin. Its value 
in preventing and treating thromboembolic disturbances is 
solidly established. 
In emergencies, it is the only anticoagulant which acts 
immediately. 
For safety, it is the only anticoagulant whose action ceases 
promptly when withdrawn. 
For convenience, it is available in five dosage forms: 
1000 U.S.P. units per cc in 10-cc vials 
5000 U.S.P. units per cc in 10-cc vials and I-cc —_ 
10000 U.S.P. units per cc in 4-cc vials 
20000 U.S.P. units per cc in 2-cc vials 
20000 U.S.P. units per cc in gelatin in 2-cc vials 
When you think of anticoagulant therapy, think first of 
America’s first heparin, Liquaemin Sodium. .. safe, effective, and 
with convenient dosage forms. 


ORGANON INC. e ORANGE, NEW JERSEY 
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You are giving very special physical comfort to your 


patients with RAMSES® Diaphragm and Jelly* because 
the RAMSES Diaphragm has a soft, cushioned rim and 
is flexible in all planes to permit complete freedom of 
motion, and because RAMSES Jelly is uniquely suited 
for use with the diaphragm. Not static, it flows freely 
over rim and surface to lubricate the diaphragm, add 
comfort, and protect patients for ten full hours. 


With RAMSES Diaphragm and Jelly you are also providing essential inner 
security, since your patient is assured she can plan her family according to 
her wishes, using not only the most reliable method — diaphragm and jelly — 
but the most comfortable and réliable diaphragm and jelly, RAMSES. As Tietze! 
points out, the diaphragm-jelly method reduces the likelihood of conception 
by at least 98 per cent. 


After fitting the diaphragm, prescribe the complete unit — new RAMSES 
“TUK-A-WAY”® Kit #701 with diaphragm, introducer and jelly in an attrac- 


tive new zipper case. 
ppe 1. Tietze, C.: Proceedings, Third Internationa! Con- 


ference Planned Parenthood, 1953. 


*Active agent, dodecaethyleneglycol monolaurate 
5%, in a base of long-lasting barrier effectiveness. 


® 
Ramses RAMSES and “‘TUK-A-WAY” are registered trade- 


marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
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vertised in this issue. Each product has been listed 
under the heading describing its major function. By 
referring to the pages listed, the reader can obtain 
more complete information. All products are regis- 
tered trademarks, except those with an asterisk(*). 
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For every topical indication, a 
‘SPORIN’ 


Profes 


Combines the 
anti-inflammatory 
‘ effect of hydro- 
cortisone with the 
comprehensive 


brand OINTMENT bactericidal action 


of the antibiotics. 


OINTMENT: Tubes of % oz. and 14 oz. (with applicator tip) 
for ophthalmic or dermatologic application. 
Otic Drops: Bottles of 5 cc. with sterile dropper. 


Provides 


comprehensive ® 
bactericidal action ‘ ? 
effective against 


virtually all bacteria 
likely to be brand ANTIBIOTIC OINTMENT 


found topically. 


OINTMENT: Tubes of 4 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 
NEW LoTIon: Plastic squeeze bottles of 20 cc. 

Powper: Shaker-top bottles of 10 Gm. 


Offers combined 


antibiotic action for 
treating conditions 


due to susceptible 


brand ANTIBIOTIC OINTMENT organisms amenable 
to local medication. 


OINTMENT: Tubes of % oz., 1 oz. and \% oz. (ophthalmic tip). 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 


1. Tumor 3. Bronchiectasis 
2. A. V. malformation 4. Hamartoma 
(Answer on page 133) 
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ACROSS 


. Friable solid dosage 


‘orm 
. Near the mouth 
. Examine by hand 
. Form of G. U. anes- 


thesia 
Lithium, calcium (sym- 
bols) 


. Hotel 
. Regret 
. Government agency 


(abbr.) 


. In 

. Il-mannered child 
. Bones 
. Normal intraocular 


(Lat.) 


tension (symbol) 


. Certain 

. Form 

. A combination 

. Handles roughly 
. Silicon, hydrogen 


(symbols) 
Excessively fat 
Lack of power of 
speech 


. Prudent 
. Egg of a louse 
. Sever 


. Prescribed metheds of 


preparing medicine 
Pimple 

Limited spaces 

A color 

Organs of sense of 
smell 

Unsightly 

1,000 liters 


. To harvest 


Carcinoma ( abbr.) 


. Operation (abbr.) 
. At one time 


Musical tone 
Conclusion 

Roentgen, sodium 
(symbols) 

Prefix denoting highest 
valence in series 


. That girl 


Most ill 
More clever 
A ballet step 
Gaped 


Pertaining to touch 
Any winglike process 


Blood pressure ( abbr.) 


Den 


Resident Relaxer 


(Answer on Page 133) 


z Ts I> Ie > pol 
i+ 
16 18 ‘9 
25 14 
7 29 [3° 
2 35 34 
35 36 > 
39 Ke 
+2. 143 144 145 AG 7 49 
52 Ss 
58 
7 6? jo 
it 75 74 
: 
5. Vessels for heating 38. Have supper 


liquids 
One of ten parts (pl.) 


. Characterized by 


shrinking of tissue or 
organ 


. Throw water upon 
. Opens 
. Rhode Island (abbr.) 

. A playing card 

. Milk sugar 

. Fluid portion of blood 


( poet.) 


in which the corpuscles 
are suspended 


15. Two-edged surgical 
knife 

21. Gong 

23. Abbreviation (abbr.) 

26. Ruthenium, argon 
(symbols) 

23. He!p 

30. She'tered place 

32. Air cavity in one of the 


cranial bones 


- Recurring every eighth 


day 


5. Have pain 


40. Salt of tartaric acid 
42. The passage from 
mouth to pharynx 
43. Pertaining to the 
organs 
44. Relative (abbr.) 
45. Clinic in Rochester, 
Minn. 
. Observe 
48. Opening of a sweat 
gland 
Utilize 
9. Tied together 
One who beholds 
. Anasarca 
57. That by which one 
perceives conditions 
. A clyster 
Preparation (abbr.) 
. Crop of a bird 
. Deuterium, cobalt 
(symbols) 
70. Sainte (abbr.) 
Potassium, uranium 
(symbols) 
. Registered Nurse 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


Foreign M.D. Exam 

Would you please send me 
the Volume 4, Number 4, April 
1958 issue of RESIDENT PHYSI- 
CIAN. It contained a list regard- 
ing the state requirements for 
foreign graduates. Please indi- 
cate, if possible, whether some 
changes of this list have oc- 
curred in the meantime. Espe- 
cially in connection with the Ed- 
ucational Council examination 
which I know several states now 
require for being admitted to 
licensure examinations. 

Hans H. Fischer, M.D. 

Philadelphia, Pennsylvania 


I noted and followed with 
interest the series of articles en- 
titled “Licensure for Foreign 
Graduates” published in the past 
issues of your journal. Being a 


26 


foreign graduate myself here in 
the United States any article 
which concerns foreign medical 
graduates easily catches my eye. 
The article about the Educational 
Council for Foreign Medical 
Graduates and the tabulation of 
regulations from all states and 
territories published in the April 
1958 issue of RESIDENT Puysi- 
CIAN were very informative. 

In a recent article written by 
Dr. T. Stewart Hamilton of Hart- 
ford, Connecticut, and published 
in the March 28, 1959 issue of 
the Journal of the American 
Medical Association, I noted 
that 16 states have already ac- 
cepted or agreed to accept ECF- 
MG permanent certificates as 
evidence for admission of of a 
foreign trained physician to their 
licensing examinations. 

continued on page 34 
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sician 


while she is planning 
her family, 


she needs your help 
more than ever 


Ortho 


the most widely prescribed contraceptive 
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Would you be kind enough to 
send me a list of these states to- 
gether with the regulations in 
each state, if possible, in tabu- 
lated form similar to that pub- 
lished in the April 1958 issue of 
RESIDENT PHYSICIAN. 

Salvador C. Aromin, M.D. 
Bronx, New York 


© We referred your requests to 
Dr. Smiley, Executive Director of 
the Educational Council for For- 
eign Medical Graduates. His re- 
ply follows: 

According to the latest infor- 
mation I have been able to ob- 
tain, the following State Boards 
of Medical Examiners require 
foreign medical graduates to take 
and pass our American Medical 
Qualification Examination before 
being admitted to their licensing 
examinations: Arizona, Dela- 
ware, District of Columbia, Flor- 
ida, Iowa, Missouri, Nebraska, 
North Carolina, North Dakota, 
Rhode Island, South Dakota, 
Tennessee, Texas, Wisconsin, 
Michigan. Eight additional states 
give considerable weight to E.C.- 
F.M.G. certification in consider- 
ing foreign medical graduates for 
admission to their licensing ex- 
aminations. These states include 
Alabama, Indiana, Maryland, 


Montana, New Hampshire, Penn- 
sylvania, West Virginia and 
Guam. 

There are twelve other states 
that give some weight to E.C.F.- 
M.G. Certification in considering 
foreign medical graduates for 
admission to their licensing ex- 
aminations. These states include 
Georgia, Kansas, Kentucky, 
Maine, Minnesota, Mississippi, 
Ohio, Oregon, South Carolina, 
Vermont, Virginia and Washing- 
ton. 

Under their present laws, the 
Boards of Medical Examiners of 
the following states and territor- 
ies cannot give much weight to 
E.C.F.M.G. Certification in con- 
sidering candidates for admission 
to their licensing examinations: 
Arkansas, California, Colorado. 
Connecticut, Illinois, Oklahoma, 
Utah, Wyoming, Canal Zone, 
Hawaii and Puerto Rico. 

Dean F. Smiley, M.D. 
Executive Director 
Educational Council for Foreign 
Medical Graduates 
Evanston, Illinois 


© Applications for the next qual- 
ifying examination (September 
22) must be in the offices of the 
Educational Council for Foreign 
Medical Graduates, 1710 Orring- 
ton Avenue, Evanston, Illinois 
by June 22. 
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THE N NAL HEALTH SERVICE OF GREAT BRITAIN: 
Vi. Hospitals, Health Centers, Group Practice 


Under the provisions of the National Health Service 
Act, the teaching, voluntary, municipal, and county hos- 
pitals of Great Britain were appropriated by the govern- 
ment in July 1948, and were placed under the jurisdiction 
of the Minister of Health. The Ministry, in turn, handed 
over the non-teaching hospitals to appointed regional 
boards, on an agency basis, for planning and management. 
The teaching hospitals were returned to the management 
of their original boards of governors. 

It is in the area of the hospitals that the least progress 
has been made under the National Health Service. Ap- 
parently, little sound planning of the costs, or of the de- 
velopment of a long-range hospital rehabilitation and re- 
placement program was made in advance of the inaugura- 
tion of the Service. In the past ten years the money 
which was made available (and this has been inadequate) 
had to be spent for structural rehabilitation and moderni- 
zation of existing structures. While in the United States, 
Scandinavia, Switzerland, France, and Germany, an 
“epidemic” of hospital building has taken place, there 
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has been a relatively small amount of money spent in 
Great Britain for hospital construction. Currently, about 
$17 million is being spent annually for this purpose; the 
major project in this area of the last ten years, the sur- 
gical building at Guy’s Hospital in London, will reach 
completion this year. 

Along with the low rate of hospital construction, re- 
gional hospital boards and boards of governors have had 
to cope with the problem of developing increasing income 
which will permit them to plan and to keep abreast of 
the advances being made in scientific medicine. In these 
attempts they have been hard hit. As was pointed out by 
Sir Harry Platt, President of the Royal College of Sur- 
geons, “We have been compelled to contemplate another 
long period of practicing twentieth century medicine in 
nineteenth century structures. Nonetheless, it is twen- 
tieth century medicine, and despite our physical handi- 
caps, British medicine so far retains a position of leader- 
ship. But a sense of frustration prolonged indefinitely 
must ‘in the end handicap progress by limiting the freedom 
to experiment which is the lifeblood of medical science.”* 
He further goes on to propose that “we therefore face what 
to me is an inescapable conclusion that for their special 
requirements in the future, the hospitals must not only 
be set free but must be encouraged to seek additional 
sources of finance outside the central governmental bud- 
gets of the National Health Service. For the teaching 
hospitals this would be a welcome return to old practices 
and in keeping with their long heritage.” 

This statement by Sir Harry is most revealing because 
it indicates that it is his belief that adequate government 
financing of new hospital construction will not or cannot 
be provided by the central government, and indicates 


1. Platt, Sir Harry, Brit. Med. J., Suppl. 5, July 5, 1958. 
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possibly that a modern economy cannot afford a first 
class welfare state. 

In the planning phase of the National Health Service, 
much publicity and fanfare was given by its proponents 
to a major premise in the plan, namely the Health Centers 
in which the general practitioners would group themselves 
for the practice of preventive and curative medicine. Un- 
fortunately, since the Service became effective (and that 
is nearly 11 years ago) little has been done by the gov- 
ernment in this area. Among the explanations given are: 
“the high cost of some of the earlier buildings, and .. . 
the administrative complexity of the services they have 
to house.”* By this matter is meant the difficulties of 
linking up the general practitioners with the public health 
authorities. Essentially what has been done in the area 
of the Health Centers has been done primarily on an un- 
official, experimental basis by private philanthropy 
(Nuffield Provincial Hospital Trust). When one con- 
siders the extravagant predictions made relative to the 
role and importance of the Health Centers prior to, and 
with the inception of the Service, the fact that they are 
still in the experimental stage after 11 years can be 
counted as one of the major failures in the concept of the 
National Health Service. 

As opposed to what was happening in the United States, 
little in the way of “group practice” or “clinics” existed 
in Great Britain prior to the inception of the National 
Health Service. Then, due to the exigencies of the serv- 
ice, partnerships among practitioners became desirable, 
and every year has seen an increase in the number of pri- 
vately built centers for group practice. During the past 
five years it has been possible for practitioners to obtain 
interest-free loans for the construction of these group 


2. Taylor, Stephen. Suppl. X-X!, London Times, July 7, 1958. 
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practice centers. About $400,000 a year is now available 
for such loans. In a number of instances the general 
practitioners share these centers with their public health 
colleagues, thus achieving voluntarily and privately what 
the Service has appeared to be unable to bring about 
officially. Indeed, it can and has been said, “The case 
for group practice and for bringing together the G.P.’s, 
the local health and authority services, and the dentists 
has been proved. Cooperation is best when each side 
retains autonomy in its own part of the common premises. 
Developments would be quicker if . . . a neutral, benign 
landlord could serve all parties. Failing this, whether 
the local authorities or the G.P.’s are the actual owners, 
success depends on personal good will and mutual help 
for the benefit of the patient, with neither party seeking 
dominion over the other.” This statement may well give 
part of the answer of why the Health Centers had not 
been developed as originally planned. The practitioners 
and the public health physicians were jockeying for posi- 
tion and power. This can well stand as a lesson in this 
country, because, should the National Insurance bill or 
the Fogarty bill pass, the Department of Health, Educa- 
tion and Welfare would assume a dominant position in 
their administration, and the Public Health Service would 
probably become the operating agency. 
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An outstanding surgeon, 


Resident Physician 


with a unique record as investigator and teacher, 


gives his views on... 


The Training of the Surgeon 


T he story of the evolution of 
the training of the surgeon dur- 
ing the past two centuries is an 
interesting one. Before the nine- 
teenth century the one subject 
emphasized in such training was 
anatomy. This was especially true 
in London and Edinburgh which 
had the famous schools of 
anatomy. 

John Hunter, great anatomist 
that he was, started the study of 
surgical pathology as a discipline 


in the training of the surgeon. » 


This was later emphasized by the 
German schools, by the work of 
Rokitansky and Virchow. 
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Allen O. Whipple, M.D. 


The discovery of anesthesia 
broadened the field of surgery, 
made more careful and deliber- 
ate surgery possible, but also 
brought an increase in the 
amount of wound infections. In- 
fections occurred in well over 
fifty percent of the operations. 

Operations were still very 
largely limited to the extremities 
and the parieties, for the abdo- 
men, the chest and the brain were 
forbidden areas. Sir Astley 
Cooper in his beautifully illus- 
trated monograph described every 
type of hernia, except what is to- 
day a very common one, the post- 
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operative incisional hernia of the 
abdominal wall. 


Bacteriology 


It was the development of 
antisepsis by Lister, and the later 
refinements of asepsis in the last 
half of the nineteenth century, 
that finally made surgery safe for 
the patient. At this time anatomy 
and pathology were the major 
disciplines in the training of the 
surgeon, but now came an in- 
creasing emphasis on the under- 
standing of bacteriology in rela- 
tion to inflammation and surgical 
infections. 

Following World War I, the 
surgical departments the 
United States showed a growing 
interest in the study of physiology 
in surgical training, with the em- 
phasis on restoring function to 
disordered organs and tissues. 


About 
the 
Author 


A graduate of Princeton and of the College 
of Physicians and Surgeons of Columbia 
University, he was professor of surgery at 
P. & S. and director of the surgical service 
at Presbyterian Hospital (N. Y.) from 1921 
to 1946. From 1946-51, Dr. Whipple was 
clinical director of Memorial Center for 


Residency 


During the past twenty years 
more and more attention has been 
given to the training of the sur- 
geon in long term residency pro- 
grams. This residency training 
for periods of four to five years 
after the internship, has given 
residents a greater opportunity 
and interest in the study of phys- 
iology and chemistry as applied 
to surgical problems. 

Today the well trained resident 
is familiar with such subjects as 
fluid and electrolyte balance and 
cellular exchange. Millimoles and 
milliequivalents are familiar 
terms to him. This is all making 
his understanding of pre- and 
postoperative care rational and 
practical, and the prevention of 
complications is usually accom- 
plished. Thus, the patient is 
given safety in surgery that has 


Cancer and Allied Diseases (N. Y.). He has received the 
honorary degrees of Doctor of Science from Columbia, Uni- 
versity of Chicago, and Washington University in recognition 
of his outstanding contributions as a surgeon, teacher, and 
investigator. His experience in guiding the educational pro- 


grams of younger surgeons has been unique. 
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sician 


ecome more constructive and 
adical in hitherto untouchable 


Marcas such as the cardiovascular 
Mand pulmonary fields. 


The great figure in American 
surgery, William S. Halsted, first 
professor of surgery at Johns 
Hopkins Medical School, em- 
phasized the importance of care- 
ful, deliberate, operative tech- 
nique, with maximal hemostasis 
and minimal tissue damage. 
Equally, and even more impor- 
tant, was his great contribution 
in starting the first long-term res- 


demonstrating its great impor- 
tance in the training of compe- 
ent surgeons, as well as the value 
of the residents—to the patients 


and the attending surgeons—dur- 
g their period of training. This 
program of surgical training after 
an internship, preferably in med- 
icine, is now generally required 

both general surgery and the 
surgical specialties. 


lifications 


The surgeon of today should 
ave certain definite qualities and 
qualifications; these should be de- 
ned before discussing the train- 
g necessary to develop them: 
1, Because surgery is that 
orm of therapy largely carried 
but by the skilled use of the 
lands, the surgeon must be 


trained in the operative tech- 
niques and the surgical principles 
of his profession. This requires a 


* long period of training, with am- 


ple operative experience in the 
residency program under the su- 
pervision of a competent surgical 
director who is wise and inter- 
ested in the residency training 
program. 

2. Because surgery is only a 
branch of therapy in the science 
of medicine the surgeon must 
have a sound knowledge of the 
sciences of anatomy, physiology, 
pathology, bacteriology and 
chemistry of the organs and tis- 
sues with which he is constantly 
dealing in his function of repair- 
ing them. 

3. He must learn to observe 
accurately, and develop a cri- 
tique in evaluating his own obser- 
vations as well as those of others. 

4. He must learn to continue 
his education by self-education. 

5. He must understand patient 
behavior and know how to deal 
with it. His success in practice 
will largely be determined by this 
knowledge of how to deal with 
patient behavior. 

6. Most important of all, he 
must have unquestioned integ- 


rity in his motivation, in his 


thinking and in his behavior, and 
in his relations with his patients, 
his associates and his confreres 
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in the profession. He should be 
his own most severe critic. He 


should do more than is expected 
of him and should not count the 
time that he spends in the care 
of his patients and their comfort. 

7. He will be fortunate if he 
has a good sense of humor. This 
will prevent him from taking 
himself—not his work—too seri- 
ously. A good indoor and an out- 
door hobby will be very helpful 
in his active career and will pre- 
pare him better for the time when 
he retires. 


Pre-medical 


All the Grade A_ medical 
schools now require two years of 
chemistry, and one each in biol- 
ogy and physics. The student 
should do well in these required 
science subjects. But he should 
elect cultural subjects in the hu- 
manities to obtain as broad an 
education as possible. A broadly 
educated man makes a better 
surgeon. 

A reading knowledge of one 
or more foreign languages has 
definite advantages, as does an 
interest in the history of medi- 
cine. Begun at this time, his later 


training in medical school will be 
more interesting and intelligent, 
and will give him a continuing 
interest in the subject. 

In the first decade of this 


century the Flexner Report on 
the medical schools of the United 
States and Canada resulted in the 
first great advance in medical 
education of this country. It took 
the breath out of the many pro- 
prietary medical schools, closing 
the majority of them, and gave 
new life to the university medical 
schools. But in the majority of 
the Grade A schools then estab- 
lished no great changes in the 
curriculum content or policy took 
place for the next thirty years, 
although the curricula of all the 
schools became more and more 
congested. The medical students 
were stuffed to bursting with the 
factual data in the ever expand- 
ing contributions in the medical 
sciences. 

During the past ten years, and 
now in greater volume, there has 
developed in many of our lead- 
ing medical schools the realiza- 
tion that the four years of under- 
graduate medical education is 
primarily to train the students in 
the methods of studying the basic 
processes: of disease, the recog- 
nition and diagnosis of the most 
common and serious lesions, as 
well as the indications for the 


right therapy. But no attempt isi ; 


now being made to teach the 
techniques of the specialties rec 
ognized as graduate disciplines. 

It is not the amount of factual 
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t 00%@ knowledge that counts. The phil- tions and with some 80 speakers. 

hited osopher A. N. Whitehead, once The papers read at that meeting a 

a the remarked that “Education is the dealt with the nature of man, | 

dical acquisition of the art of the utili- man’s relations with other human 

took zation of knowledge.” beings and the world around him; | 

oa the function of medicine in so- . 

osing § Need ciety, and the professional and . 

gave @ =There are certain needs in the social obligations of the doctor. | 

dical § education of the doctor that have The Second World Conference : 

ty of f become more clearly recognized on Medical Education is to be 

stab- fin our medical schools. One is held in Chicago in 1959; the main 

1 the Hf the study of the entire individual, topic of discussion is to be 

‘took as well as his disease; patient- “Graduate and Postgraduate Ed- 

years, @ centered, not merely disease- cation.” 

ll the centered. Another is patient be- In this country several studies 

more@ havior, which is human behavior are being made in a number of 

dents under stress and strain. Because our medical schools. Some of 

th the the surgeon has to deal with pa- these represent radical revisions 

pand-& tients of all sorts, high and low, of the curriculum and are being . . 

edical young and old, intelligent and watched with keen interest by , 
otherwise, usually fearful of him the deans and faculties of other 

s, andi and his kind of therapy, and al- schools. In others some of the 

re has ways anxious, he must under- subjects are being replaced by 

lead-§ stand their behavior and how to new approaches to the under- 

-aliza-@ deal with it in individuals that standing of patient behavior and | 

undet- are not at all alike. the doctor’s relation to the family : 

on is The appreciation of the need and patient environment. 

nts IMB for curriculum revision, and a 

> basic new evaluation of the doctor’s Behavior study 

TeCOS-@ responsibilities not only to the The writer is convinced that a 

> Most patient and his family, but to more definite study of patient be- 

mS, aH society as a whole, is clearly havior should be included in the 

or thei shown in the studies that are be- medical school curriculum. Pa- 

mpt if ing made in this country and tient behavior is human behavior 

ch the abroad. In 1953 the First World ‘ under stress and anxiety. A 

es TeCM Conference on Medical Educa- patient does not consult a doctor 

lines. H tion was held in London, at- unless he is under some kind of 

factual tended by doctors from 62 na- anxiety. His behavior is shown } 
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in many different ways, depend- 
ing upon his temperament, his 
national origin and his upbring- 
ing. Note the dour Scot or the 
taciturn Vermonter, as compared 
to the voluble Latin, or the ges- 
ticulating Jew whose people have 
been persecuted for centuries and 
who is convinced the only way 
he can get the attention. of the 
“professor” is to magnify his 
symptoms in his appeal for help. 
The problem of how best to com- 
municate between the doctor and 
the patient, with the variables 
that exist in both, is important to 
understand. Another study that 
should be made is the way dif- 
ferent people perceive, define, 
react to, and cope with illness. 


Students 


The medical students as we 
see them in our good medical 
schools today are a better, more 
intelligent and better adjusted 
group than those of fifty years 
ago. They are better prepared, 
more carefully selected, more 
imbued with the humanities and 
conversant with world problems 
than they ever were before. They 
are more critical of what they 
are told, think for themselves, 
and are not content with spoon 
feeding. This is all for the best 
and promises for a better type of 
physician for the nation. 
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The superiority of our medical 
schools and medical students 
compared to most of those in the 
countries abroad is very evident 
to one who has visited them, es- 
pecially in Europe, South Amer- 
ica and Asia. Because of the very 
large classes, the pernicious lec- 
ture system dominating the cur- 
ricula of these schools, with little 
or no bedside teaching, is the 
reason why their graduates (this 
does not apply to Great Britain 
and the Scandinavian countries) 
do so little independent thinking 
and have little practical training 
such as our clinical clerks get in 
their last two years. The Geheim- 
rat principle and the pontifical 
pronouncements of their profes- 
sors prevent the growth of the 
inquiring mind and _ intellectual 
curiosity in the great majority of 
these foreign students. 


Internship 


The question of the type and 
duration of the internship as re- 
lated to subsequent surgical resi- 
dency training has largely been 
answered by the developments of 
recent years. Adequate clerkships 
in the major clinical departments 
of our medical schools have made 
the rotating internship unneces- 
say. The writer is convinced 
that a year of medical internship 
is most important for a candi- 
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date seeking a residency in gen- 
eral surgery as well as the other 
surgical specialties. It gives an 
experience and familiarity with 
the system lesions that so fre- 
quently are present in patients 
requiring surgery, before and 
after operation. It makes the res- 
ident a broader and more con- 
servative surgeon. 


Residency 


The most important develop- 
ment in the training of the sur- 
geon that has taken place in this 
country in the past 25 years has 
been the acceptance of the need 
of residency training for the man 
or woman who is planning to 
make surgery a life work. For 
this training has demonstrated 
that the residency develops much 
more competent surgeons, both 
for their technical skill and their 
ability to take and carry out re- 
sponsibility, their great help to 
the attending surgeons, and their 
far better care of the patients. 


Board 


In order to give adequate rec- 
ognition to such resident trained 
surgeons and to qualify them, the 
American Board of Surgery was 


organized in 1937 and has con-' 


tinued to function successfully. 
Two factors have had much to 
do with the prestige and influ- 
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ence of this qualifying board. 
The first of these was the appoint- 
ing to higher rank for active serv- 
ice in the Army Medical Corps 
during World War II of resi- 
dency-trained surgeons by Gen- 
eral Rankin, the Army’s Chief 
Surgic:l consultant, who had 
served on the Board. The 
younger, recently graduated med- 
ical officers from the medical 
schools who were serving in the 
hospitals where they saw the 
superior type of surgery that 
residency-trained surgeons were 
giving the wounded troops, were 
convinced that residency training 
was essential for anyone doing 
major surgery. 

The second factor was that 
after the war, Generals Bradley 
and Hawley, in the much needed 
renovation of the Veterans Ad- 
ministration, insisted that attend- 
ing surgeons appointed to the 
Veterans Hospitals should have 
had residency-training. 

These two factors convinced 
the officers coming out of the 
Army that they should have such 
training, and the demand for res- 
idency training far exceeded the 
supply. As a result the American 
Medical Association and _ the 
American College of Surgeons 
qualified a good many hospitals 
to give such training that were 
not in any way prepared for such 
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a program. It became apparent 
in the American Board examina- 
tions that many so-called resi- 
dents did not have the training 
or the ideals of good surgeons, 
and the percentage of disqualifi- 
cation was high. 


Teaching hospitals 


One fact was obvious: candi- 
dates taking the qualifying exam- 
inations coming from university 
hospitals did astonishingly well 
as compared to those from non- 
teaching hospitals and private 
clinics. The reasons for this dif- 
ference were clear; those having 
had their training in university 
clinics had had better teachers, 
more interested in the program 
and in their residents, and more 
operative experience in the ward 
services of the hospitals where 
they had trained. 

The programs of residency 
training in university hospitals 
vary considerably. This is as it 
should be. The program should 
adhere to the sound standards of 
basic surgical principles, but 
should not be standardized or 
regimented. The character of the 
directors of the surgical services 
in these hospitals and their ideas 
and their ideals, as well as those 
of their associates, are better in 
some places than in others. 

The Halsted tradition in his 


day and for many years after- 
wards, of choosing a man of un- 
usual ability to be chief resident 
for an indeterminate period 
worked well with Halsted; this 
system produced the surgeons 
needed to fill the budding chairs 
of surgery in other parts of the 
country. But this program de- 
veloped few surgeons, and al- 
lowed little if any contact be- 
tween residents and attending 
staff. The chief resident became 
the chief of the service and ran 
it more or less to suit himself. 


Attending 


At the present time a more 
constructive program for residen- 
cy training in general surgery is 
to have the attending staff take 
part in the ward rounds and the 
surgical conferences, without en- 
croaching upon the operative ex- 
perience of the well qualified res- 
idents. This provides a better 
experience for the residents be- 
cause the older attendings have 
much to give in the way of ex- 
perience ‘and advice. Further- 
more it makes the rounds and the 
conferences more interesting. 

In recent years the need for 
more training in physiology and 
biochemistry has become obvious 
in the thinking and understand- 
ing of the residents in carrying 
out the care of the patients 
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through the long and complicated 
operations in fields formerly 
never explored. Teamwork be- 
tween chemically-minded 
geons and anesthesiologists has 
made the recovery of patients 
more certain, much of this being 
accomplished in the modern re- 
covery ward near the operating 
rooms. 


Blue plans 


One of the serious problems 
today in the residency training 
program in the teaching hospitals 
is the impact of the Blue Cross 
and Blue Shield Plans. There is 
no doubt that in many places 
these have reduced the opportu- 
nities for getting operative ex- 
perience in the ward services of 
the hospitals. How this problem 
is to be solved is a difficult one, 
and one that is giving the direc- 
tors of surgical services no end 
of concern. 

One answer is to have attend- 
ings and residents make rounds 
as a team, with the director as- 
signing Blue Cross patients to 
the residents, and with the fees 
for the care of the patients going 
into a fund for research. This 
has been tried successfully in 


some of the university clinics. Of - 


course, its success depends on 
the willingness of the attending 
staff to cooperate in such a plan, 
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sur-" 


with the administration agreeing 
to it. In some of the hospitals 
the fees go into a fund which is 
used to pay the salaries of the 
residents. 

Of course if the patient knows 
one of the attending staff and in- 
sists on his operating, his wishes 
have to be carried out. In the 
open hospitals this can complete- 
ly disrupt any residency program. 
But in many instances the patients 
have not been sent in by any one 
doctor, and the team plan if car- 
ried out properly works well. 

In any case the success of the 
training program depends upon 
the interest and devotion in teach- 
ing and the ideals of the attend- 
ings working in a teaching hos- 
pital. Certainly there is no more 
durable satisfaction to an able 
surgeon, interested in passing on 
his experience and ideals to well 
qualified younger men, than in 
watching residents grow and de- 
velop in the traditions and ideals 
of sound surgery and the practice 
of it with integrity. 

Rules 


Here are a few rules that a 
resident in training should con- 
stantly keep in mind: 

e Fit the operation to the 
patient, never the patient to the 
operation 

e Be careful, thorough, and 
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meticulous in your operating, but 


by all means do not putter 

© Do not touch any tissue un- 
necessarily, for at best it is trau- 
matic 

© Teamwork is the surgeon’s 
great asset, so by all means avoid 
becoming a prima donna and an 
exhibitionist 

e Always be your own most 
severe critic 

© Be sure about your better 
half. The success of the long per- 
iod of training will depend large- 
ly upon the understanding and 
help of your fiancee, if engaged, 
or your wife if you are married. 


Continuing program 


The well-organized and well- 
conducted annual meetings of the 
national and sectional surgical 
societies are potent factors in 
keeping the surgeon aware of the 
advances and latest techniques in 
surgery. At these meetings the 
panel discussions and presenta- 
tions of the new developments of 
the research programs from the 
medical centers of this and for- 
eign countries provide a contin- 
uing program. 

The number of surgical jour- 
nals of high quality, describing 
new clinical advances, provide 
the facilities for the well trained 
surgeon to keep abreast of his 
profession. Because of his train- 


ing he has the critique to evalu- 
ate these articles, as well as the 
claims of the pharmaceutical 
houses that deluge his office with 
their brochures. One has only to 
compare the contents of the sur- 
gical journals of 50 years ago 
with those of today to appreciate 
the great advances that have been 
made in recent years in the art 
and science of surgery, as re- 
ported in the journals of the 
present day. 

The regular surgical staff con- 
ferences in the well-qualified 
teaching hospitals, open to visit- 
ing physicians, where problems 
in diagnosis and therapy are dis- 
cussed and immediate and late 
results are reviewed, provide 
another opportunity to learn, and 
to meet the men engaged in the 
training program. 

As far as surgery is concerned, 
certain factors have made short- 
term training in postgraduate 
courses obsolete. The present 
trend toward long term residency 
training in general surgery and 
the surgical specialties has made 
the public and the lay managers 
of hospitals more and more 
aware of the importance of sound 
training in these fields. Also 
group practice, now seen in so 
many of the cities and towns of 
this country, is limiting the prac- 
tice of surgery to residency 
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trained and board qualified sur- 
geons, at the expense of the gen- 


eral practitioners who try to do 


everything. 
Ethics, standards 


If the surgeon in his training 
has been under the influence and 
guidance of an able and ethical 
director, he will have absorbed 
by an Osmotic process the stand- 
ards and morals of accepted sur- 
gical practices. Such a director 
and teacher has a priceless duty 
and opportunity to inculcate and 


hand on to his residents the high 
tradition of our profession. Al- 
though the advances in surgery 
today have been unequalled in 
the past, the basic principles of 
the conduct of the surgeon in his 
relation to his patients, his stu- 
dents, and to his confreres and 
associates in the other branches 
of medical practice have not 
changed, and it is fervently 
hoped that they never will. For 
they are based upon the Golden 
Rule given by the Great Physi- 
cian Himself. 


"I'm sorry Mrs. Row- 
bley . . . the wind 
and rain is near 
hurricane propor- 
tions . . . | doubt 
if | could get out 
the front door... 


perhaps you could 
come to the office 


tomorrow . . . 
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HOW TO BE READY FO 


The facts about auto accidents are not pleasant. 
But the author asks the M.D. (“‘motoring doctor’’ ) 
to face them squarely, offers practical tips to ease 
the effects of an accident — your own, and those 


you'll see on the highway. 


Tue National Safety Council 
estimates that 3 of every 4 driv- 
ers will have an auto accident. 

New York State’s Governor 
Rockefeller recently stated that 
present accident rates indicate 
that every man, woman and child 
in the state would at some time 
be involved in an accident. 

More figures? 

© 37,000 killed in 1958.' 

© 4,700,000? injured with 
1,350,000* of these disabled be- 
yond the day of the accident. 

Prediction? 

© 1 person in every 10 in the 
U.S. will be killed or injured in a 
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Sidney Fink, M.D. 


motor vehicle accident within the 
next four years.* 

These are among the most in- 
credible facts of life and death in 
our modern society on wheels. 

Like death and taxes, acci- 
dents have now been added to 
the list of inevitable occurrences. 

It can be argued that with ex- 
treme care, courtesy, perfect driv- 
ing habits and consummate skill 


1. National Safety Council. 

2. Ibid. 

3. USPHS, National 
1957-1958. 

4. Committee on Medica! Aspects of 
Automobile Injuries and Deaths, American 
Medical Association, J.A.M.A., March |4 
1959. 


Health Survey 
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one can influence the odds. True. 
But you cannot control the ac- 
tions of other drivers — or 
weather conditions. 

As a doctor, you'll probably 
rack up more than the average 


number of miles of auto travel— 
in all kinds of weather. (The 
average driver: 9400 miles per 
year; average doctor, 17,500 
miles. ) 

Since you'll drive nearly twice 
the number of miles as the aver- 
age driver, your exposure to risk 
is doubled. 

That’s why you should plan 
now to ease the effects of your 
accident—the one you're almost 
certain to have. 

What can you do? 


First, of course, is to face the . 


facts. 
To pretend, like many drivers, 
that accidents happen “to the 
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other guy,” and that you won’t be 
among the 75 percent of drivers 
who'll have an accident—to do 
this is to rob yourself of the few 
measures by which you can mini- 
mize the effects of your accident. 

Chief among the aids to auto 
accident victims is insurance. 
Like vaccination, however, insur- 
ance must be taken out before the 
disaster. And it must be ade- 
quate. 


Liability 


In the field of insurance, a hal- 
lowed adage (equivalent to our 
“always do a rectal”) is, “always 
read your policy.” If you haven’t 
done so recently, re-read your 
policy and note your coverage for 
liability and for collision. 

It is vitally important that you 
have adequate liability coverage. 
The lay public is of the general 
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If you are hailed by a group of 
healthy, uninjured persons at the 
scene of a roadside crack-up, don’t 
feel that you are legally bound to in- 


terrupt your journey. 

You need never enter into a physi- 
cian-patient relationship against your 
will. And if you survey a scene and 
decide that your services are not 
needed, you are free to drive away. 
You may drive away, that is, if you 
have not done (or even said) any- 


_ AT THE SCENE .. 


thing that might be construed as 
medical care. Help given at the scene 
of an accident, even if it is limited to 
reassurance or a band-aid, will im- 
mediately place you in a _ doctor- 
patient relationship viz-a-viz the in- 
jured party; from that moment on 
your responsibility will not cease until 
you transfer the care of your patient 
to another competent medical author- 
ity. In practice, this may mean that 
you will have to drive a “shaken” but 


impression that most doctors are 
rich. Liability claims against 
physicians tend to run higher than 
they do against most other 
groups in our society. In many 
parts of the country, coverage of 
less than $25,000 - $50,000 for 
personal liability is too low. If 
you don’t have at least this much 
coverage, you are flirting with dis- 
aster.* 

Extra protection doesn’t cost 
much. The rate difference be- 
tween a $10,000-$20,000 liability 
coverage and a $25,000-$50,000 


a — 


policy is only a few dollars a 
year. 

Remember, your sole guarantee 
that a court or jury decision won't 
confiscate your life savings (and 
put a lien on your income) is the 
personal liability component of 
your insurance policy! 


*If you own substantial amounts of 
property in the form of real estate, bank 
accounts, stocks and bonds, etc., which 
might be attached by a court in settle- 
ment of a judgment against you, you 
should carry‘ appreciably higher liability 
coverage in order to protect yourself 
against loss of your estate. 
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OF SOMEONE ELSE’S ACCIDENT 


otherwise uninjured individual to a_ 
hospital emergency room many miles 
out of your way. Inconvenient? Yes— 
but much less inconvenient than fight- 
ing an “abandonment” suit 3 years 
later! 

The probability that you will be 
involved in litigation does not, of 
course, constitute grounds for avoid- 
ing your ethical duty if you happen 
upon the scene of an accident and find 
someone in need of medical attention. 


The medical aspects of auto crash 
injuries are so extensive that only a 
series of articles by authorities in 
several subspecialties could begin to 
cover the subject. An excellent review 
of many medical aspects of the high- 
way safety problem (general, ophthal- 
mological, otological, orthopedic, psy- 
chiatric, and neurologic) appears in 
the J.A.M.A. (Volume 163, pp. 225- 
259), in January 1957. 


ysician 


Property damage liability of 
less than $10,000 also is often in- 
adequate. In a collision where 
you are held negligent, you're 
liable not only for damages to the 
other car (which probably would 
never total $10,000), but also for 
anything else that your car might 
hit, this can include items on a 
highway (other cars) or business 
and residential property costing 
far more than $10,000. 

On the other hand, you may 
be spending more money than 
you feel you can afford for com- 


prehensive (loss through fire, 
theft, etc. of your own car) and 
collision. This coverage insures 
you against a loss whose maxi- 
mum amount is equal to the sell- 
ing value of your car at the time 
of collision, damage or loss. 
The price you pay for this in- 
surance is based on the amount 
and frequency of claims in your 
own area, as well as your age, 
the age of your car, and the dis- 
tance you drive the car to and 
from work, if used for this pur- 
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Thus, in an urban area, claims 
are high in proportion to the 
number of cars, and claims tend 
to be higher in money amount, 
too. The result is that collision 
insurance in New York City, for 
example, costs more than twice 
as much as it does in areas 50 
miles away. 


Cost 


Thus, if you feel you must cut 
the cost of your insurance (and 
assume an added risk on your 
own) you can reduce your col- 
lision and comprehensive cover- 
age. But don’t cut your per- 
sonal liability coverage. This is 
your protection against a “catas- 
trophe.” 

One way to keep full collision 
coverage but reduce the cost is to 
ask for a “percent per month re- 
duction” clause. This permits 
you to pay for insurance based 
on the decreasing value of your 
car. 

Another way to pare collision 
insurance cost is by increasing 
your “deductible,” the amount 
you must pay out before the in- 


AUTO ACCIDENTS 


Accidents accounted for more 
than 40 percent of physician deaths 
under age 45, ranking first as a 
contributory cause of death, ac- 
cording to a recent survey by 
Parke, Davis & Company, con- 
ducted among more than 9000 
practicing physicians under 65 en- 
gaged in private practice. 


surance company assumes respon- 
sibility for the remainder of any 
loss. Thus instead of a $50 de- 
ductible, you may ask for a pol- 
icy rate based on $100 deductible 
or more. For a collision in which 
you are found liable, your insur- 
ance company will be responsible 
for all in excess of the deductible 
amount. 

Incidentally, if you make a 
bank loan for the purchase of 
your car, you must have collision 
insurance—and it must be main- 
tained according to the bank’s re- 
quirements until the loan is re- 
paid. 

A $50 deductible comprehen- 
sive coverage costs about 25% 
less than a non-deductible cover- 
age. 

One last word about insurance: 
You may go along for years with- 
out an accident, paying insurance 
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premiums and grumbling about it. 
But when you have your accident, 


portant compared to your relief 
at having an insurance company 
to advise you and handle the bills 
—as well as the legal battle that 
may arise. 


Fast action 


If you are ever in an accident 
there are three things that you 
should do quickly, almost re- 
flexly : 

¢ Clear the road. Get the 
damaged cars completely off the 
toad as soon as possible so that 
the risk of compounding the acci- 
dent is minimized. If it is at night 
and you have just taken cars off 
the highway, be sure that the rear 
stoplights are off in all the cars. 
If this precaution is not taken, 
auother driver may blindly head 
for the lights, thinking they are 
ina moving car, and add another 


City. 
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you'll find the premiums unim-. 


A graduate of the College of Physicians and 
Surgeons, Columbia University, the author 
took his hospital training in Philadelphia 
and New York. Dr. Fink has authored sev- 
eral articles on the physiology of the gastro- 
intestinal tract. His article “The Care and 
Feeding of Your Car,” drew a great many 
complimentary letters from our readers following its publica- 
tion in the April 1958 issue of Resident Physician. At present 
Dr. Fink is in private practice (gastroenterology) in New York 


damaged auto to the group. 
© Set up warnings, using flags, 

flares or flashlights, for both on- 

coming and following traffic. 

© Help the injured. 


Report 


Now, while you are reading 
this and under no duress, plan 
a stop at your nearest Motor Ve- 
hicle Bureau or Police Station to 
pick up accident report forms. 
Familiarize yourself with these 
forms, and check the questions 
on the report that should be filled 
out at the scene of the accident. 

If you keep this marked form 
in your glove compartment, it 
will help you to get all the im- 
portant data in those first con- 
fused and crucial moments after 
an accident occurs. 

In obtaining information at an 
accident, get the names of every- 
one involved (both the injured 
and the uninjured) and, while do- 
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ing so, be sure that no one in the 
back of the other car is over- 
looked. Make a note about the 
mental and physical state of each 
individual. 


Questions 


While checking the license of 
the other driver note the expira- 
tion date, traffic violations, and 
“restrictions.” Obviously, if the 
license states that the driver 
should be wearing glasses or a 
hearing aid and he is not wear- 
ing them, this knowledge will help 
you in a court contest. Find out 
whether the driver is the owner 
of the car. Try to obtain the 


Interesting studies on psycho- 
logical and physical factors related 
to motor vehicle accidents include: 

“Medical Guide for Physi- 
cians in Determining Fitness to 
Drive a Motor Vehicle,” a recent 
AMA report of the “Committee on 
Medical Aspects of Automobile 
Injuries and Deaths.” J.A.M.A., 
March 14, 1959. This 12-page re- 
port covers the subject by specialty 
as well as disease and disability. 

“Psychological and Psycho- 
physiological Factors in Motor 
Vehicle Accidents.” Read before 
Session on Traffic Accidents at 
AMA Meeting, June 25, 1958 and 
published in J.A.M.A., April 4, 
1959. 


names of people in the area at 
the time of the accident. Their 
testimony may help you even 
though they disclaim having seen 
the accident. 


Finally, study the damage to 
both cars and write a few words 
about the damages and circum- 
stances of the accident, including 
a description of weather condi- 
tions and visibility at the time of 
the accident. 

Also, if possible, get the name, 
address and policy number of the 
other party’s insurance. 


Payment 


All automobile insurance con- 
tains the provision that the in- 
sured shall do nothing, after an 
accident or loss, to prejudice the 
subrogation rights of the insur- 
ance company. Subrogation rights 
are the legal rights of an insur- 
ing company, after paying the in- 
sured for a claim, to attempt to 
recover all or part of the amount 
from the other driver or persons 
whose negligence caused the dam- 
age. You should not give a state- 
ment to a third party—nor accept 
a settlement covering only a por- 
tion of your damages, and then 
make a claim under your own in- 
surance policy. 

If you accept payment from the 
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owner of the other car, or from 
this insurance company, you can- 


not later seek payment under 


your coliision coverage. 
Borrowed car 


In the event of accident while 
driving a borrowed car, deter- 
mine immediately if the owner of 
the borrowed car has insurance. 
If there is no insurance on the 
car, report the accident immedi- 
ately to your insurance company 
or its adjusting office in the lo- 
cality where the accident oc- 
curred. Where the owner carries 
liability coverages, as the bor- 
rower Of the car you should re- 
port the accident at once to the 
owner’s company and give the 
company full cooperation. If the 
accident involves serious injury or 
death of a third person, file a full 
report with your own insurance 
company without delay in order 
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that you might claim protection 
if the claims and demands ex- 
ceed the coverage carried on the 
borrowed vehicle. The same 
holds true if your wife, or chil- 
dren who are residents of your 
household become involved in an 
accident while operating a bor- 
rowed vehicle. 

Your car may be examined 
(by someone else!) if you are 
involved in a serious automobile 
accident. The brakes, steering 
mechanism, tires and all lights 
will be carefully inspected. The 
headlight beams will be checked 
for alignment, and your tail and 
stop lights will be tested to see 
if they are visible at specific dis- 
tances (state law sets the figure). 
Your horn should be audible at a 
specified distance, too. 

Directional signals, windshield 
wipers, defroster, and rear view 
mirror all may be inspected. 


Equipment 
Extra safety features on your 
car will protect you as well as 


_ Suggest that you are a careful in- 


dividual, intent on accident pre- 


‘vention. Such items include re- 


flector tape over rear bumpers, 
outside mirrors, safety door 


‘latches, and a centrally placed 


rear stop light in addition to your 
regular stop lights. 
A fire extinguisher of the car- 
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M.D.—MOTORING DOCTOR 


@ Nearly one out of four Amer- 
ican drivers is involved in a 
vehicular accident each year. 

e The average driver in the U. 
S. drives slightly more than 9000 
miles per year. 

e The average resident physi- 
cian drives 8000 miles a year. 

e The average physician in 
practice from one to five years 
drives 23,000 miles a year. 

e Slightly less than 90 percent 
of all residents have automobiles, 
owned either individually, or joint- 
ly with their wives. 

e@ The average age of residents’ 
cars is four years. 


bon-dioxide type kept in the car 
will serve you in dealing with in- 
terior or under-the-hood fires. 
(They can also be used to inflate 
a tire with a slow leak, and may 
give you enough time to limp to 
a service station without having 
to change a tire—and your good 
suit. ) 

A flashlight and road flares are 
very important and should be part 
of your car’s equipment. 


Seat belts 


Patients may ask whether you 
use seat belts or recommend their 
installation. In recent years many 
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articles in both the medical and 
lay press have stressed their 
value. After reading one of these 
articles (Gibbons et al., J.A.M.A. 
163:255, 1957) I had safety belts 
bolted to the frame of my car 
and can attest to the fact that 
they cause very little discomfort. 
do not interfere with driving, and 
provide a feeling of security dur- 
ing parkway and turnpike driv- 
ing. Seat belts cost very little 
($15-$20 for two front seat pas- 
sengers), can be bought at an 
auto supply house and installed 
locally, or ordered as optional 
equipment (factory installed) on 
most new car models. 


More accidents 


Although it has generally been 
assumed that physicians as a 
group have far more accidents 
per mile traveled than nonphysi- 
cians, statistics do not bear this 
out. But they do have more ac- 
cidents. 

They drive more miles, drive 
under adverse weather conditions, 
in twilight and late evening hours, 
and often drive when they are 
dead tired. Undoubtedly these 
factors play a part in the number 
of M.D. auto accidents. 

But what you do before your 
accident may save you much of 
the trouble an accident usually 
brings. 
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Plain Talk About 


FEES 


What determines your fee schedule in pri- 
vate practice? Should it be fixed or flexible? 
A pediatrician in his third year of solo prac- 
tice gives you his views and experiences. 


W bite a resident, I never gave 
much thought to the question of 
fees in private practice. Getting 
patients, I thought, was the big 
worry for the beginning prac- 
titioner. As for what to charge 
the patient, I assumed this would 
take care of itself. 

I was wrong. 

I didn’t realize how many 
things would influence me when 


I attempted to set up some sort 


of basic fee schedule. 

Like most residents who enter 
private practice nowadays, I was 
in debt up to my ears. Owing 
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Nelson W. Warren, M.D. 


$5400 before I saw my first pri- 
vate patient, the business of fees 
suddenly became vital. At this 
time, a dollar seems terribly im- 
portant. 

Not seems. /s. 


Problem 


Like you, I had no instruction 
in school, internship or residency 
concerning fees — a most neces- 
sary and highly practical aspect 
of private practice. So the first 
thing I did was to ask my col- 
leagues what they were charging. 
But I still had no real yardstick 
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of my worth. 1 doubted my abil- 
ity to command the same fee as 
men established for ten years or 
more. 


First patient 


So when my first patient, a 
man and his little boy, came to 
my Office, although I knocked my- 
self out trying to act confident and 
professional, only one thought 
kept running through my mind: 
“What will I charge?” 

Rather than antagonize and 
(perish the thought) possibly lose 
this precious patient, my mind 
swiftly hacked my fee from $10 
to $6, in one dollar steps. At the 
same time, I diagnosed the little 
boy’s problem as measles. 

“What’s your fee, doctor?” the 
man asked. 

“Four dollars,” I replied, my 
throat dry and tight. 

The fact that he promptly 
proffered a ten dollar bill for 
which I had no change only com- 
pounds the agony of that mem- 
ory.) 

Was my fee schedule that vul- 
nerable? I wondered. 

I didn’t wonder long. 


Poor man 


My next visitor shuffled in, his 
dirty slacks covered with grass 
clippings. His face was streaked 
with dust mixed with perspiration. 
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He was clutching the hand of a 
five-year-old girl; his daughter, 
my patient. I charged him four 
dollars, too, because I figured he 
must be rather poor. 

Later, I learned he had just 
come from his country club golf 
course. He is president of a large 
company, lives in a $70,000 
home. 

Vulnerable? I acted like I was 
apologizing for being in practice. 

Moral: — Don’t look for ex- 
cuses to lower your fee, unless 
your standard fee is considerably 
in excess of the “going rate.” 


Wages and hours 


How do you set a fair fee 
schedule? Let’s examine some of 
the current theories. A manage- 
ment consultant recently gave this 
advice. Figure out how many 
hours a year you expect to have 
available for your paying patient 
practice. Divide this total into a 
figure which you feel would be 
adequate as your gross income 
(easy now, don’t get carried 
away). This brings you to a dol- 
lars per hour rate. Now, know- 
ing about how much time is re- 
quired for the average patient you 
can estimate your fees. This will 
insure your attaining your pre- 
determined gross. 

One small difficulty. You have 
no idea of how many patients you 


Resident Physician 


Jun 


will 
to 
have 
patie 
com; 
lot ¢ 
: a 50 
a pe 
Prot 
If 
abot 
" wort 
you 
you 
case 
B 
thin, 
beer 
den 
host 
A 
live: 
in p 
: Wit 
able 
fron 
peri 
Wh 
tern 
gen 
dea 
1 eme 
: fee. 
I 
this 


will have for the first year. And 
this is a rather important variable 
to leave lying around. Also, I 
have found that the 10 - minute 
patient who is billed $6 does not 
complain. But you'll sure hear a 
lot of noise from the parents of 
a 50-minute patient when they get 
a peek at your bill of $30. 


Professional growth 


If you reject this theory, how 
about the “how much am I 
worth” idea? You simply base 
your fee for each patient on what 
you feel you’ve been worth in his 
case. 

But it’s not that easy. For one 
thing, most of the patients you’ve 
been dealing with in your resi- 
dency have been sick, needing 
hospitalization. 

As a resident you’ve saved 
lives, arrested the disease process 
in patients who were critically ill. 
With your skill you have been 
able to prevent complications 
from causing further, perhaps 
permanent damage to the patient. 
Whether resident surgeon, in- 
ternist, psychiatrist, ob-gyn or 
general practitioner, you have 
dealt with many situations in the 
emergency category, and all at no 
fee. 

But private practice is not like 
this. 

By far the largest part of your 
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time spent in private practice will 
involve treatment without hos- 
pitalization. Much is preventive 
medicine, vaccinations, inocula- 
tions, dietary supplements, diag- 
nosis, prescriptions, dressings, 
courses of antibiotic therapy, ad- 
vice, etc. 

Thus, in private practice when 
you try to evaluate your worth 
you'll find your patient volume is 
composed primarily of the non- 
dramatic, quick response to treat- 
ment as well as such “therapy” 
as assuring mothers that “there 
are rarely any complications. 
Mumps is self-limiting . . . ” 


Dollars and cents 


How much are these things 
worth? One dollar? Two? Not 
$10 or $20, surely. That’s the 
point. Is your worth to be based 
solely upon what you are able 
to accomplish? 

Has availability of your serv- 
ices any value? Remember, the 
fact that you are the family pedi- 
atrician or internist or other spe- 
cialist, allows your patients to 
contact you by telephone at any 
hour often for telephone advice, 
and always gratis. 

Isn’t this telephone service 
worth something? Yes, of course. 
But can you establish a dollar and 
cents figure for each patient. I 
doubt it. If you try, you'll quickly 
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come to the conclusion that your 
own personality determines how 
fast you work with each patient 
(or more to the point, how slow), 
how much time you spend chat- 
ting (you can call this psycho- 
therapy if you wish, but you can’t 
charge an hourly rate for it as 
the psychiatrist does). 

Your inexperience will cer- 
tainly cause you to lose time. The 
mere fact that I didn’t know when 
and how to stand up and gently 
start a voluble patient toward the 
door stretched many of my 20- 
minute office appointments to 
double that time. 


Fixed fee 


In order to eliminate most of 
these variables, or if you prefer, 
set an average for all patient vis- 
its, regardless of length of time, 
most physicians prefer a fixed fee 
schedule. Although fixed in 
name, it actually permits certain 
flexibilities. 

The fixed or standard rate was 
the method I chose — although 
again, inexperience on my part 
caused me to extend the flexibili- 
ties all out of proportion — and 
for the slightest excuse. 

You see, after doing involved 
procedures as a resident for 
nothing, it takes only the patient’s 
raised eyebrow to get you to ques- 
tion your own fee. 


Later you learn that eyebrow 
raising is simply a reflex action, 
not to be confused with an opin- 
ion. 


Discuss 


At first, I would invite patients 
to discuss my fee. Inevitably, the 
result would be for me to make 
a concession. I don’t do this any 
more. Instead I am content with 
the little placard in my waiting 
room which invites a discussion 
of fees by the patient. But it 
doesn’t come right out and ask 
them to negotiate with me con- 
cerning such standard items as 
the house call, office visit or other 
routine patterns. of my practice. 

As one colleague told me: 
“Your patients don’t need to ask 
you about your standard fees. 
Nine out of ten patients you will 
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get are referred by your other pa- 
tients. And the first thing dis- 
cussed between the patient and 
would-be patient is seldom your 
competence, but your fee.” 

With the advent of the sign in 
doctors’ waiting rooms relative to 
fees, the patient has been made 
aware that doctors won’t blush at 
the sight of money. 

Yet, because of a firmly en- 
trenched lay attitude which had 
the physician beyond or above 
the talk of the dollar bill, it has 
required quite a switch in the 
thinking of the patient today for 
him to shove aside his reticence 
and matter-of-factly inquire as to 
what this or that procedure will 


cost him. But, most often, if it. 


is important, he will mention it. 
So only in those cases which 
are not “standard” do I open the 
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subject of fees. In these cases, 
the patient’s anxiety could be 
magnified—so I see no point in 
any misunderstanding. I sketch 
the entire course and cost of long 
treatments. 


Other practitioners 


When you're ready to set up 
a schedule of fees, where can you 
go for information so your fees 
are in line with your experience 
and comparable to the fees of 
other specialists in your area? 

The first thing I would suggest 
would be to ask other physicians 
in your area who have been es- 
tablished for a time in your spe- 
cialty. Inquire about night calls, 
hospital affiliation and other mat- 
ters. During your talk, ask about 
standard fees. 

Physicians 
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Of all muscle relaxants in current use, only 
meprobamate is supported by hundreds of 

clinical studies that demonstrate relaxing 
™ action on both brain and skeletal muscu- 
arses ~ lature. This is why EQUANIL stands as the 
obvious choice of many physicians con- 

cerned with whole-patient response. 

8 EQUANIL reduces muscular spasm and ten- 
: sion, aids in the restoration of mobility, 
speeds rehabilitation, lessens the emotional 
overlay.'* Its margin of safety is shared 

by few agents in medical practice. 


. 1. Mitchell, E.H.: M. Ann. District of Columbia 27:190 
= (April) 1958. 2. Cooper, C.D., and Epstein, J.H.: Am. J. 
M. Se. 235:448 (April) 1958. 3. Vazuka, F.A.: Neurology 

> 8:446 (June) 1958. 4. Cobey, M.C.: Am. Surgeon 24:350 
é (April)1958. 5, 6. Wein, A.B.: M. Ann. District of Co- 

lumbia 27:346 (July) 1958; Clin. Med. 6:44 (Jan.) 1959. 
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prains, strains, contractures 
fibrositis, myositis 

low-back syndrome 

whiplash injury 
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rheumatoid arthritis 

rheumatoid or traumatic 
spondylitis 
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their fees a deep dark secret. 
They'll willingly discuss the sub- 
ject with you—even offer you ad- 
vice. But take any answers you 
get with a grain of salt. Physi- 
cians often quote higher fees than 
they usually get. They aren’t try- 
ing to impress you—but in some 
manner they are able to rational- 
ize their answer as being the ac- 
curate picture. 


County society 


Often the county in which you 
practice will have a recommended 
schedule of fees. This may not fit 
your particular area of practice 
since there are usually differences 
in income areas within each 


county. Any figures you get as{ 
“recommended” must be com. 
pared with your own locality. J 
However, your county medical 
society will be able to give you 
specific instances of fees being 
charged by practitioners in your 
locale. 


Layman 


Occasionally you may get a 
picture of what your colleagues 
charge their patients through your 
friends in the community. I don’t 
mean you must solicit this infor- 
mation; frequently it comes into 
the conversation without any ef- 
fort on your part to promote it. 

After getting a good idea of 
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fees charged, where do you fit 
yourself into the picture? Well 
first, as the new man in town, you 
are also low man on the totem 
pole. You will have to crawl be- 
fore you walk—regardless of how 
impatient you are with your own 
poverty. But you can’t offer cut 
rate competition, either. 


Middle road 


I took the middle road. I didn’t 
set my fee above that of the older 
physicians, nor did I join the 
ranks of those who charged the 
least. Once a fee is set, it is ex- 
tremely difficult to raise. (This 
applies to many specialties, but 
not all.) The idea that when you 
first begin practice you should set 
a low fee as an inducement to 
your patients generally leads to 
difficulties later on when you de- 
cide to raise your fee. 


Fee cutting 


Will your fee vary? I have al- 
ready given examples of how vul- 
nerable your fixed fee schedule 
can be. Here’s another one. As- 
sume you have set your fee for 
an office visit at $5. If a personal 
friend comes in, the tendency is 
to cut your fee a bit out of friend- 


ship. The trouble is, most of the © 


patients you see at the beginning 
are either friends or referred by 
friends. The result: fee cutting 
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becomes all-inclusive and expands 
into degrees of friendship. You'll 
begin evaluating how close a 
friend this one or that one is. 
And instead of $5 and an occa- 
sional $4, you'll have patients be- 
ing charged $3, $2, or nothing 
at all. 


Extra charges 


My patients resent any attempt 
on my part to charge an addi- 
tional fee for such things as peni- 
cillin injections. Why? Well, be- 
lieve it or not, most of your pa- 
tients will know the manufactur- 
ing cost of penicillin. Not to the 
penny, mind you. But they have 
been told the dramatic story of 
how the price came down from 
dollars to a few cents. And they 
strongly resent an extra dollar on 
your bill for one shot of penicil- 
lin. They feel you should absorb 
this cost. 

On the surface this attitude is 
unreasonable. Why should you 
be put in the position of paying 
for these injections out of your 
own pocket? Yet the patient may 
well wonder why you insist on 
rounding off a 15 cent cost item 
to yourself and marking it down 
as a dollar on your bill to the 
patient — in addition to your 
standard fee. 

This is a rather trivial thing 
you say — especially when you 
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consider a surgeon’s bill may 
move up and down in $25 steps. 
Yet, always remember that major 
surgery and illness of “catas- 
trophic” dimensions (polio, cere- 
bral palsy, etc.) cannot be com- 
pared to a sore throat or a cut 
finger. The one is emergency, life 
and death. The other, a nuisance. 
That’s the way your patients see 
it. 

Nobody wants to buy your 
services. They are forced into it 
by circumstances. In the emer- 
gency they show gratitude. In the 
“nuisance” or routine examina- 
tion they are inclined to wonder 
what all the money is for. Thus, 
they tend to pounce on any in- 
dication of niggardliness on the 
part of the doctor. So, as a mat- 
ter of policy. I make no charges 
for items which cost me under 
one dollar. 


A philosophy 


A close friend of mine, an 
elderly lady, gave me the key to 
my own philosophy. Here is what 
she told me, shyly but with ob- 
vious sincerity: “Many persons 
think everything is expensive. 
Every purchase they make, they 
feel, is too dear. Yet, if you tried 
to please them by cutting your 
charges below cost, they would 
suspect they were getting an in- 
ferior product or service — and 


they probably would find some 
excuse to go somewhere else. If} 
you were to use these people as 
your criteria for establishing a ff 


price, you would be doing your- & sugg« 
self, your family and your profes- As 
sion, a great injustice.” id 
“As you know, I have very ~ 
little money and my sister needs > 
a physician’s services weekly. He | 
charges me his standard fee for aes ) 
a house visit. I don’t expect him... 
to lower the fee for me because 7 
I have little income. I could go a : 
to a clinic. I am eligible for that. 
But I prefer not to take my sister fees ji 
miles to a clinic and wait in line of the 
for hours.” 
now 
Personal Re 
“Obviously, I must pay more - 
for the personal service of a home aka 
visit. I don’t resent it at all. | the . 
think his fee is probably fair for ped 
the time and travel involved in 
his visits to my sister. He may @ P.s. 
be a doctor, but that doesn’t mean As 
he doesn’t have expenses similar nq , 


to a businessman or merchant. 
He is certainly entitled to earn a 
good living. After all, he handles 
his charity work at the hospital 
clinic—not in his private practice. 
No doctor needs to sell himself 
short. If his fee were a great deal 
more than other doctors, I could 
always go to another physician, 
couldn’t I?” 
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Would that this enlightened 
lady expressed the feeling of all 
your patients. But she is a rarity.. 


Suggestions 


As a final note about fees I 
would suggest: 

1. Set your fee and stick to it. 

2. Discuss your fees frankly 
with anyone who asks. 

3. Lower your fee only if the 
situation really merits it. Don’t 
sell yourself short without being 
asked. 

4. Keep a detailed list of your 
fees in your desk drawer, on top 
of the pile. Refer to it until you 
know it by heart. 

Remember, no matter how 
carefully arranged your fee sched- 
ule may be, it won’t work unless 
you realize it is your attitude, not 
the patient’s, which will make it 
or break it. 


As a postscript to this article, 
and with special reference to the 


lowering of a fee because the situ- 
ation really merits it, I’d like to 
give you a follow-up on the lady 
quoted in the article. I saw her 
physician in the hospital right af- 
ter I spoke to her in connection 
with this article. I told him what 
she had said. He was sincerely 
shocked. He didn’t know of her 
low income and financial prob- 
lems. “I never thought to ask her 
about it — and by her manner, 
dress and attitude I assumed she 
was in good shape financially.” 
When I asked him what he 
usually did when he had a patient 
in such circumstances — that is, 
preferring private care but unable 
to afford it without a real squeeze 
—he answered: “Why I lower my 
fee so that they can still come to 
me and not the clinic. There are 
many people who make a real sac- 
rifice to avoid taking charity and 
I think we should all help them 

when we can.” 

So do I. 

—N. W. W. 
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House staff distaff 


From Here 


to— | nternity 


A resident’s wife shows us how a sociologist might 
report the “group culture patterns of that segment 
of society called interns.’’ 


Scciotogically speaking, interns 
show little resemblance to any 
other group in society. They rep- 
resent a cult in which members 
may use the clan name for a 
period generally not exceeding 
one year. 

Membership is currently about 
10,000, rigidly defined, and with 
few exceptions, open to young 
adults only. There is a heavy pre- 
ponderance of males in this cult, 
although females are permitted 
to join if they meet the require- 
ments. 
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Mrs. Lois G. Stone 


Membership 

In order to become a group 
member, one must have in his 
possession a sheet of parchment, 
bearing his own name and the 
words, “Doctor of Medicine.” 
How this parchment is obtained 
constitutes a rather strange and 
not too standardized ritual which 
is the subject of considerable 
comment among leaders of learn- 
ing. 

After completing the prelimi- 
naries, one must then be ready 
to take the oath sacrificing all 
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material or worldly goods, per- 
sonal identity, individuality of 


dress, usual living patterns, the. 


need for sleep or rest, for three 
unhurried, quiet, daily meals, 
weekly hair cuts (or beauty shop 
appointments), the desire to feel 
the sun’s rays or the wind, a regu- 
lar sexual routine, and all con- 
versation which does not directly 
pertain to the group’s work. 


Divided 


Once membership has been at- 
tained, the large group is then di- 
vided into smaller numbers and 
sent to various parts of the coun- 
try. An intern, for the most part, 
lives in a large building which 
houses mostly sick people. He 
very Often shares a room with 
another clan member of the 
same sex, and this room is gen- 
erally beyond the reach of the 
building’s elevators. 

The most important item in 
the room is a device called a tele- 
phone. Unlike the telephones 
other groups use, this one is 
seldom used for outgoing calls. 
Also, it serves as an alarm clock 
should the intern ever attempt 
to break his oath and fall asleep. 

While in this large building, the 
intern dresses according to rigid 
group rules. The outside garments 
must always be white and identi- 
cal to all others in the clan. (The 
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penalty for wearing colored gar- 
ments must be very severe for I 
never saw anyone break this 
rule.) 

Garments are stiff; after laun- 
dering they must be pulled apart 
at the extremities and wrestled 
into position on the body rather 
than just slid on. (This, I con- 
cluded, was a punishment for 
getting them dirty.) Usually 
watchbands (watches are not con- 
sidered worldly goods) may be in 
the fabric and color of one’s 
choice. Since this gives the intern 
an opportunity for individuality, 
all members wear these items. 
Occasionally, in radical clans, the 
Rule of White for shoes and socks 
is not enforced. 


Function 


The intern is required to re- 
main inside the large building ap- 
proximately 36 out of every 48 
hours. His exact function is dif- 
ficult to define. He does the work 
of a laboratory technician, must 
run his own errands, is not con- 
sidered a teacher, yet is not re- 
garded as a learner either. Al- 
though he bears the title “Doctor” 
and may be summoned by that 
word alone. Many ill persons ob- 


‘ject to his ministrations. (“I don’t 


want to see the intern, I want 
to see a real doctor!’’) 
Interns converse with each 
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other but assiduously avoid words 
of average length. They mostly 
use either 3-letter abbreviations 
such as: IVP, PCV, BMR, ECG, 
or 4-letter words, or 4-syllable 
words. 

Reading is allowed, some of it 
encouraged, but not such things 
as newspapers or magazines (an 
intercom system will call an in- 
tern if he attempts to read one 
of these publications). He may 
read journals. Journals come in 
all sizes, shapes, and colors. 


Expulsion 

The criteria for expulsion from 
the group is not too rigidly de- 
fined. However, more than ten 
minutes for meals, six to seven 


hours sleep each night (the latter 
can be done by locking the door 
and disconnecting the phone), 
leaving the building to see a 
spouse before permission has been 
granted (before the full 36 hours 


are over), will usually be suf- 
ficent to cause the building's ad- 
ministrator to warn the intern 
about possible elimination from 
the clan. 


Married 


Many interns are married, al- 
though few are wed to other in- 
terns. Families, sometimes started 
before one joins the group, are 
seldom expanded until member- 
ship has expired. Besides finan- 
cial, the reasons for this are ob- 
vious if the preceding paragraphs 
have been carefully read. 

Membership expires after a 
one-year period and cannot be 
renewed. There is no ceremony 
marking its end. Most members, 
having become so adjusted to the 
unusual way of life, continue liv- 
ing and even dressing as an in- 
tern for about three more years 
by joining a three-year sect called 
residents. 
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How io Get. Ready = 
for Your Surgical Boards ~ 


Drawing on methods that brought him success, 
the author tells you what to expect, offers 
sound advice to help you prepare for your 


board exam in surgery. 


The fee for the American 
Board of Surgery examination is 
$175. This is not a modest out- 
lay for the average resident. 

The stigma of failing your 
boards is not pleasant. 

Having said this much, there 
is little need to answer the ques- 


tion, “Should you prepare for a © 


board exam?” True, there are 
many who patronizingly tell you 
not to take the trouble. Don’t 
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Ernest M, Barsamian, M.D. 


count me among them. In fact 
I'll go further. I strongly recom- 
mend a minimum of 30 days of 
review (two to four hours a 
day) for each of the two parts 
of the examination. 

Those who date their gradua- 
tion from medical school more 
than seven or eight years ago 
should spend even more time in 
preparation. 

There is another advantage in 
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preparing for boards. Commonly 
ignored when faced with the im- 
mediate hurdle of the examina- 
tion itself is the benefit of a gen- 
eral review of your entire train- 
ing to date. This is a worthwhile 
investment of time. 

The few months reviewing, 
synthesizing, organizing and even 
modifying the vast array of facts 
and figures to which you have 
been exposed over the years may 
be the only time in your life you 
will be able to assess and re- 
arrange the sum total of your 
education. 

The examination is, of course, 
the initial stimulus for making 
such a broad review. Make the 
most of it. You will definitely 
feel more confident and on much 
more solid ground when you 
complete your survey. 

What are your chances of 
passing? If you have been a good 
resident and have completed a 


good surgical residency, don't 
worry. With preparation you will 
pass—barring a complete men- 
tal block on D-Day. In past years 
an overall average of 80 percent 
passed Part I and 70 percent 
passed Part IT. 


Review 
Before describing the Part | 
examination, here is a_ brief 


guide to your preparation. Nat- 
urally, what you do is entirely up 
to you. It will depend on how 
much you think you know, how 
much time you have, and how 
much effort you wish to make. 
But here is a plan which proved 
satisfactory to me and to many 
of my friends who recently took 
their boards. 


Text 
1. Start with a good, recent 
textbook of surgery. Whip 


through it rapidly from cover to 


About 
the 
Author 


Born in Aleppo, Syria, the author received 
his M.D. in 1952 and then completed a rotat- 
ing internship and four years as a surgical 
resident, the last as chief resident, at the 
American University of Beirut. In July. 
1956, Dr. Barsamian entered the Harvard 
surgical service of Boston City Hospital. In 


1957 he became chief resident of the Overholt Thoracic Clinic 
and the New England Deaconess Hospital. Dr. Barsamian 
is now a teaching fellow at Harvard Medical School and a 
research fellow at the Sears Surgical Laboratory of the Boston 


City Hospital. 
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cover underlining any material 
you wish to read again later. 
Three excellent books are: 

¢ Christopher’s Textbook of 
Surgery, 6th ed., edited by Loyal 
Davis and published by Saun- 
ders, 1956. 

¢ Principles of Surgery by Al- 
len, Harkens, Moyer and 
Rhoades. Published by Lippin- 
cott, 1957. 

¢ Moseley’s Textbook of Sur- 
gery, 3rd ed., Mosby, 1959. 

Another good book, not quite 
as recent, is: 

© Babcock’s Principles and 
Practice of Surgery, Lea & Febi- 
ger, 1954. 

There are excellent 
books by English authors such 
as: 

© Companion to Surgical Stud- 
ies by Ian Aird. 

Romanis and Mitchener’s 
Textbook of Surgery. 

* Rose and Carliss’ Textbook 
of Surgery. 

However, since you are pre- 
paring for the American Boards 
and not for the F.R.C.S., if you 
have time for one book only, 
stick to the American books. 


Diagnosis 


2. Look over a book of sur-— 


gical physical diagnosis. The 
best one I know of is: 


© Physical Examination of the 
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Surgical Patient by Dunphy and 
Botsford. It is~ ‘published by 
Saunders and the second edition 
(1958) is just out. 

3. A couple of evenings will 
be well spent browsing through 
one of these two books on sur- 
gical diagnosis: 

e Physical Signs in Clinical 
Surgery by Hamilton Bailey, 13th 
ed., Williams & Wilkins, 1955. 

© Surgical Diagnosis by Philip 
Thorek, Saunders, 1956. 


Physiology 


4. To brush up on physiology 
look into one or all of these 
books: 

e Physiologic Principles of 
Surgery by Zimmerman & Levine, 
Saunders, 1957. 

© Surgical Physiology by Da- 
vis; Hoeber, Harper, 1957. 

Nash’s Surgical Physiology, 
2nd ed., edited by Brian Blades; 
Thomas, 1953, is also good but 
not as recent. 


Pointers 


Make certain you know the 
principles of TRAUMATIC SUR- 
GERY. There are two little books 
prepared by the Committee on 
Trauma of the American College 
of Surgeons. The first is “An 
Outline of the Treatment of Frac- 
tures” and the second is “Early 
Care of Acute Soft Tissue Injur- 
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ies.” These are concise and fac- 
tual books. Each sells for a dol- 
lar. Another excellent book pub- 
lished recently is “Emergency 
War Surgery” NATO Handbook, 
Superintendent of Documents, 
U.S. Government Printing Office, 
Washington 25, D.C. 


Pediatric 


A fair number of questions are 
On PEDIATRIC SURGERY. If you 
feel weak in this subject read: 

© The Surgery of Infancy and 
Childhood by Gross; Saunders, 
1953. 

© Textbook of Pediatric Sur- 
gery by Orvar Swenson; McMil- 
lan, 1958. 

There are quite a few questions 
On THORACIC SURGERY, a subject 
with which the average surgical 
resident is often not too familiar. 
Study carefully the section on 
Thoracic Surgery in Christopher 
and in Allen, and in addition 
study the chapters on the Respir- 
atory and Cardiac Systems in your 
book of Surgical Physiology. 
Know the meaning of pulmonary 
function tests, including their nor- 
mal values. 

In the field of NEUROSURGERY, 
study craniocerebral injuries, 
spinal cord injuries, the auto- 
nomic nervous system, and 
peripheral nerve injuries, and the 
importance of sensory levels. 
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Know the surgery of the HAND. 
The chapter by Michael Mason 
in Christopher is the best place to 
review it. 

Orthopedic surgery is not em- 
phasized, but the treatment of the 
COMMON FRACTURES is. 

A few questions cover gyne- 
cology and urology. The sections 
about these subjects in your text 
of surgery are more than ade- 
quate. 

Otolaryngology and ophthal- 
mology, plastic surgery (except 
BURNS) and anesthesia have not 
been stressed in the recent past. 


Important subjects 

Water, electrolytes, acid-base 
balance, surgical infections and 
the metabolic changes associated 
with surgical conditions and pro- 
cedures will be asked in the 
written or the oral or both ex- 
aminations. Make sure you are 
well versed in these subjects. 

Needless to say the ABDOMEN 
and its contents (remember the 
spleen) are favorite subjects for 
this examination. The breast, 
thyroid, parathyroids, and adren- 
als are close seconds. When you 
review the subject of hernias, do 
not neglect diaphragmatic hern- 
ias. 

Subjects such as non-function- 
ing islet cell tumors, carcinoids 
and aneurysms, peripheral vas- 
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TWO PARTS 


The American Board of Surgery — 
examination consists of two parts. 
Part I is a written objective exam 
covering clinical surgery and sur- 
gical physiology. It is now being 
held only once a year in December. 

Part II is an oral examination 
and covers clinical surgery, surgi- 
cal anatomy, surgical pathology 
(gross and microscopic) and x-ray 
interpretation. The oral exam is 
given several times a year in vari- 
ous centers. The total examina- 
tion fee is $175. For all other 
information write to: John B. 
Flick, M.D., 225 S. Fifteenth 
Street, Philadelphia 2, Pa. 


cular diseases and the import- 
ance of serotonin, are currently 
in vogue. 


Journals 


Only a few questions require 
familiarity with the recent litera- 
ture. Should you be among the 
unfortunate who have done very 
little reading since graduation, 
then in addition to the above 
(and only after you have covered 
the texts) read over the last two 
yearbooks of surgery. A good 
alternative is to look up the ab- 
stracts in the last year or two of 
the Journal of Surgery, Gyne- 
cology and Obstetrics. 
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To the farsighted young intern 
who wishes to start right, my ad- 
vice is to get acquainted with 
the following journals: 

$.G.O. (Journal of Surgery, 
Gynecology and Obstetrics) 

© Annals of Surgery 

Surgery 

© American Journal of Sur- 
gery 

© British Journal of Surgery 

Archives of Surgery 

© Acta Chirurgica-Scandina- 
vica 

If you are interested in sym- 
posia and feel too sophisticated to 
read your textbooks, the Surgical 
Clinics of North America has a 
lot to offer. 


Examination 


The Part I examination usually 
consists of about 180 objective- 
type questions. You have three 
hours in which to answer them, 
one minute per question. Since 
the questions are longer and more 
difficult in the latter part of the 
exam, try to whip through the 
first 60 questions in about 45 
minutes. 

You will be sent a set of 
sample questions a couple of 


‘ weeks before the exam. These 


are truly representative of what 
you'll have in the actual test. Go 
over them carefully. Familiarize 
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yourself with their type and 
phraseology. 

The questions in general are 
straightforward. Many are fairly 
easy; don’t search for tricks or 
traps in these. 

Questions are prepared care- 
fully. It would be exceedingly 
unlikely for someone who does 
not know his surgery well to get 
a passing grade. Vague, hazy 
ideas and half knowledge are use- 
less. You will need accurate in- 
formation and sound judgment. 


Fast, accurate 


During the examination you 
have to read fast, think fast, and 
jot down your answers fast. No 
time to brood or ruminate. No 
time to dig out information stuck 
deep in a cortical sulcus. There- 
fore, review and have all the in- 
formation at your fingertips. 

If you meet a question that 
you can’t answer immediately, 
put a mark opposite it and pro- 
ceed without delay to the next 
question. If you have time at the 
end, come back to it. If after 
giving it some thought you still 
can’t be sure of the answer, don’t 
guess—leave it blank. 

A special sheet is provided for 
your answers. When you check 
your answers on this sheet, make 
sure the number you are check- 
ing is the same as the number of 


the question you are answering. 
Mistakes along this line are costly. 
Special pencils are also provided. 

Before you enter the examina- 
tion room, make a thorough de- 
bridement of all books, notes or 
any loose papers you may have 
with you. 

It will be about two or three 
months before you'll learn how, 
you did on the Part I examina- 
tion. 


Oral test 


Part II is an oral examination. 
There is a morning and an after- 
noon session, each of which lasts 
about 45 minutes. There are two 
examiners in each session. At 
least one of the two is a member 
of the American Board of Sur- 
gery. 
Don’t lull yourself into a false 
sense of security by reading all 
the published interests of the 
board members. These men can 
and will examine you on anything 
in surgery. And they may not 
even touch upon what they have 
published. 

In the morning session you are 
first given a brief case history and 
five minutes to study it. Then you 
start your exam by giving a dif- 
ferential diagnosis. From then on 
you may be asked anything. 

The afternoon session is simi- 
lar, but there is no case history. 
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In either session you may be 
asked to discuss anatomy, path- 
ology, or the interpretation of 
x-ray films. 


Study 

It is a good policy to try to sit 
for Part II as soon as possible 
after you have passed Part I, lest 
you forget some of the material 
you had prepared for Part I. 

Review the history of surgery. 
The first chapter in Christopher 
by Alan Whipple is a masterpiece. 
The initial chapter in Essence of 
Surgery by Welsh and Powers 
(Saunders 1957) is of equal ex- 
cellence. 

You may be asked some ques- 
tions which are controversial 
such as the treatment of appendi- 
citis with peritonitis, the man- 
agement of peptic esophagitis, or 
what to do with a nodule in the 
thyroid. To crystallize your 
thoughts on these problems, refer 
to Current Surgical Management 
by Mullholand, Saunders, 1957. 
Anatomy 

If you have access to a ca- 
daver, spend a few hours with it. 
If not, consult an atlas of anato- 
my. I like Grant’s Atlas of Anat- 
omy, 4th Ed., Williams & Wilk- 
ins, 1955. One of the questions 
[had was to identify some struc- 
lures from an anatomical plate 
drawn by Frank Netter. 
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The atlas can be supplemented 
by any of several small, handy 
books for a quick review; e.g., 
Le Gros Clark, Johnston and 
Treves, McGregor and Edwards. 
It should be unnecessary at your 
advanced stage of training to re- 
view the larger volumes on surgi- 
cal anatomy such as the ones by 
Callander, Thorek, or Hollins- 
head. 

You don’t need to spend any 
time reading books on surgical 
technique—if you feel you do, you 
probably need more training be- 
fore you sit for the exam. 


Pathology 


Gross pathology is _ usually 
easy. Most of the specimens are 
fresh but a few may be preserved. 
Lesions of the colon, stomach and 
lungs dominate. Don’t make wild 
guesses — you'll be asking for 
trouble. 

A radical mastectomy speci- 
men with no cancer in it should 
not mystify you. (You can bet 
that the next question is whether 
you do an incision, or an excision 
biopsy, before performing a radi- 
cal mastectomy.) 

Unless you have recently had 
an adequate rotation in pathology, 


- you will need to spend some time 


on slides. Review the teaching 
slides in your hospital. Go over 
them a few times and quiz your- 
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self. If the set in your hospital is 
inadequate, write to the Armed 
Forces Institute of Pathology, 
Washington, D. C. for their set of 
surgical slides. They will be sent 
to you about three weeks after 
you ask for them. However, there 
is a great demand for these slides 
and you should apply for them 
early. You may keep these slides 
for two weeks. These are excel- 
lent slides and cost you nothing 
except the postage, unless you 
break them. 

Mistakes in pathology account 
for many of the failures in Part 
II. There is a rumor that there 
will be a de-emphasis in path- 
ology, especially with regard to 
the slides, in coming examina- 
tions. But until you are notified 
of this officially, you can’t bet on 
it. Good books for reference are: 

© Pathology for the Surgeon, 
Boyd, 7th Ed., Saunders, 1956. 
This is an excellent book, by one 
who has written several books on 
pathology. 

© Ackerman’s Surgical Path- 
ology, Mosby, 1953, has a con- 
cise text with first-rate pictures. 

© Some of the most beautiful 
illustrations are found in Path- 
ology in General Surgery, Schafer, 
The University of Chicago Press, 
1950. The text is often too brief 
and many sections could stand 
revision. 


Herbut’s Surgical Pathology, 
Lea & Febiger, 1955, is recom- 
mended to those who like 
thoroughness and detail. 

e For a study of the tumors 
of the various organs, the fascicles 
of the Armed Forces Institute of 
Pathology are unsurpassed. 

© I am not familiar with the 
books on surgical pathology by 
Foote or by Illingworth. 


Radiology 


I don’t think you need to re- 
view radiology. The films you 
are asked to interpret usually 
show classical and common le- 
sions: gross chest lesions (atelec- 
tasis, fluid, pneumothorax, tu- 
mors) interpretation of, intestinal 
obstruction, recognition of gas 
under the diaphragm, and of a 
cancer or ulcer of the stomach 
or duodenum. Naturally, you 
should know some generalities; 
e.g., 85 percent of kidney stones 
show on a plain film whereas 85 
percent of gallstones do not show 
on a plain film. If you don’t know 
even this much, get in touch with 
an x-ray resident in your hospital; 
spend a couple of hours with him 
going over the teaching films in 
your hospital. 

When you meet your exami- 
ners don’t be aggressive and 
don’t be timid. The examiners 
are usually pleasant and will do 


Resident Physician 


thei 
frig 

E 

mec 

cau: 

not 

nati 

are | 

anyt 

If 
don’ 

keer 

subj 

nora 

ure, 

sez te 

payin’ 

to fine 

of my 

off, a 

tell m 

of fox 

84 


) re- 
you 
ually 
1 le- 
elec- 

tu- 
tinal 

gas 
of a 
nach 

you 
lities; 
tones 
as 85 
show 
know 
with 
pital; 
h him 
ms in 


xami- 
and 
niners 
ill do 


ysician 


June 1959, Vol. 5, No. 6 


their best to decrease your stage 
fright. 

Be sure to speak English. 
Avoid slang, sloppy speech and 
medical jargon. Don’t fail be- 
cause of your speech. 

Don’t try any flattery. This is 
not an interview but an exami- 
nation. Besides, your examiners 
are too smart to believe you mean 
anything you say at such a time. 

If you don’t know an answer, 
don’t hedge. The examiners will 
keep needling you on the same 
subject till you confess your ig- 
norance. Deny them this pleas- 
ure, and spare yourself the per- 


. and so | 
sez to him, I'm 
payin’ ya $150 
to find out which 
of my glands is 
off, and all ya 
tell me is to lay 
off food." 


spiration and the agony. Say 
you don’t know from the start. 

The examiners will consider 
you a safer surgeon when you 
know what you don’t know, and 
they will grade you as such. 

Above all, do not try to teach 
them anything that day, even if 
you think you know more than 
they do (you probably don’t, 
anyway). Remember you are at 
the receiving end. 

It should take two to three 
weeks to receive the results of 
Part II. 

And lastly: Goop LUCK TO 
you! 
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House Staff 
in Undergraduate Education 


A more active part in the care of patients by 
medical students means better training for 
the student, for the supervising resident, and 


greatly improved patient care. 


le many Medical Centers there 
is a tremendous void in the train- 
ing of medical students that can 
be filled to best advantage by the 
house staff. 

Medical students receive a 
great quantity of knowledge in 
the lecture room and conference 
room from their professors and 
attending men. Unfortunately, 
there is too often very little appli- 
cation of the knowledge to the 
patient care situation. 

For example, the medical stu- 
dent learns that one treatment of 
uterine prolapse is vaginal hyster- 
ectomy with anterior and poste- 


Harold M. Haugen, M.D. 


rior colporrhaphy. But does he 
know how to evaluate pre-oper- 
atively the patient’s bladder to 
aid in forecasting postoperative 
results? Does he know whether 
or not the vagina should be 
packed postoperatively or when 
to remove a pack? Does he 
know about postoperative bowel 
or bladder care? 

Usually he does not know un- 
less the resident physician has 
helped him span the gap between 
classroom and ward. 

_All too often the medical stu- 
dent’s duties on a ward consist 
of obtaining medical histories 
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and performing physical exami- 
nations. This is a vital part of 
the medical student’s training, 
but to limit him to this function 
through his last two years of 
school is duplication of effort 
which is wasteful of the student’s 
time. 

The junior medical student 
should probably spend his time 
with the integration of signs, 
symptoms and disease. For the 


senior medical student, however, 
this repetition of the junior year 
utilizes neither his tremendous 
capabilities for learning nor for 
service to the house staff and, 
most important, to the patient. 


Student GP 

The ultimate in training of 
senior medical students by the 
house staff may be attained by 
permitting, and expecting, the 
student be the supplier of patient 


care. Since the wards in medi- 
cal centers are usually highly spe- 
cialized and are administered by 
residents (specialists) there is a 
readily apparent need for the 
student as a general practitioner. 
By virtue of his more recent train- 
ing the student is better quali- 
fied in many respects to admin- 
ister total patient care than is the 
resident physician. 

The steps for the house staff to 
follow in this type of teaching are 
simple. On the gynecology serv- 
ice of the University of Missouri 
the following steps are carried 
out by the house staff for each 
group of senior medical students. 
1. Student Indoctrination 

When new students arrive on 
the service they meet in confer- 
ence with the house staff. The 
patients on the service are di- 
vided among the students and the 
students are briefed on the pa- 


A graduate of the University of North 
Dakota, the author received his M.D. from 
University of Colorado Medical School in 
1952 and then interned at Presbyterian Hos- 
pital, Denver, Colorado. After a residency in 
obstetrics and gynecology at the University of 


Colorado Medical Center, he was appointed 
chief resident in that specialty at the University of Missouri 
Medical Center. Dr. Haugen is now assistant professor, ob- 
stetrics and gynecology and attending obstetrician, University 


of Missouri Medical Center. 
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tient’s illness and the plan of 
therapy. 

The student is told in the most 
definite, unmistakable terms that 
he is solely responsible to the 
house staff for the well-being of 
the patient. He is told that he 
will write all orders, requisition 
laboratory and x-ray examina- 
tions, call for consultation if 
necessary. He is told that he will 
perform diagnostic procedures, 
i.e., proctosigmoidoscopy, cys- 
tometry, paracenteses, etc. 

In short, it is demanded of the 
student that he supply total “gen- 
eral practice” care. He is as- 
sured that a member of the house 
staff will be present at all times 
to guide his work, to co-sign his 
orders and to answer any ques- 
tions he might raise. 

After the indoctrination con- 
ference the student is introduced 
to his patients and they are in- 
formed that this is the doctor to 
whom they can look for care. 
It is of supreme importance to the 
entire plan that the students be 
treated at all times by the house 
staff as colleagues, not as under- 
lings, as is so often the case. 

In our hospital, patient accep- 
tance of the student has been ex- 
cellent, as is evidenced by the 
many letters, cards and even 
cakes which are sent to students 
by grateful patients. 


88 


2. Patient Assignment 

All new patients are evaluated 
jointly by a student and a resi- 
dent physician in the Outpatient 
Clinic prior to admission. Fol- 
lowing this evaluation a general 
plan of hospital evaluation and 
management of the patient is 
outlined by the student and resi 
dent. After admission of the pa- @ 
tient the student works freely 
within this outlined plan, attempt- 
ing to have the patient “worked i 
up” as economically, rapidly and 
completely as possible prior to 
staff conference. 

At staff conference the student 
presents all his information rela- 
tive to the patient to a member of 
the attending staff. After a care- 
ful assessment of information by 
student, resident and staff physi- 
cians, definitivé therapy is out- 
lined. This therapy, with the ex- 
ception of major surgery, is car- 
ried out by the student. 

3. Work Rounds 

Our major work rounds are 
held at 7 A.M. daily. The stu- 
dents lead ‘rounds, asking perti- 
nent questions of the patient and 
performing necessary physical® 
examinations. It is demanded of 
the student that he be thoroughly 
conversant with the results of any 
laboratory or x-ray examinations 
which may have been carried out 
since the previous patient visit. 
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“. ..may be unique as a wide-spectrum antimicrobial agent 
that . . . does not invoke resistant mutants.” 
Waisbren, B. A., and Crowley, W.: A.M.A, Arch. Int. M. 95:653, 1955. 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
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He is expected to know every- 
thing about the patient that any- 
one could want to know. He 
changes dressings, calculates fluid 
and electrolyte requirements and 
writes orders, as well as factual 
progress notes. He answers the 
patient’s questions to the best of 
his ability, calling on the resident 
physician for help when in doubt 
as to the proper answer. This 


provides an excellent introduc- 
tion to the art of Medicine. 

On Saturday morning the med- 
ical students and residents make 
work rounds separately. After 
work rounds, chart rounds are 
held at which time the patient’s 


course for the week is sum- 
marized and results of therapy 
are evaluated. This allows the 
student to grade his week’s work 
through the “retrospectoscope,” 
which can be a powerful teaching 
instrument. 

Even though students at all 
schools see their patients several 
times a day, they rarely, if ever, 
make work rounds by themselves. 
We feel that occasional work 
rounds by the student alone per- 
mit him to develop independence 
and self-confidence. 

4. Writing of Orders 

During the service orientation 
conference with the students, the 
resident gives them a brief out- 
line to follow in writing orders. 


They are admonished to go 
through the following categories, 
in order, every time they write 
an order: 

® Diet Orders. Will her dis- 
ease or surgery demand low so- 
dium? Low residue? Liquid? 
Soft? Diabetic? etc. 

© Degree of Activity. Bed rest? 
B.R.P? Ambulatory and if so, 
how long or how far? 

® Medications. Something for 
sleep? Something for pain? An- 
tibiotics? Fluids? . . . 

® Diagnostic Studies, CBC? 
FBS? BUN? IVP?.. . 

© Orders for Nursing Proce- 
dures. Intake and output? Vital 
signs? §.S. enema? Abdominal 
prep?... 

This simple procedure makes 
it very difficult for the student to 
forget any important orders. 

It is made clear that if the resi- 
dent has to write any orders other 
than in an emergency, the student 
should consider it a direct re- 
proach to his ability. 

5. Diagnostic and Surgical 

Procedures 

In our experience, dressing 
changes, venotomy, thoracente- 
ses, paracenteses, dilatation and 
curettage of the uterus, inci- 
dental appendectomy and many 
other procedures can and should 
be done by the medical student. 
The medical student is not per- 
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INOV ID” 


«+- SIMULATES corpus LuTeum HORMONES, thereby 
«+» SUPPORTS THE ENDOMETRIUM, hence 
«++» SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 


DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


DOSAGE IN 
HABITUAL ABORTION 


One or two tablets daily as soon as 
Pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


ENOV ID Oral Synthetic Endometropin 
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mitted to do these procedures 
alone but only with the watchful, 
guiding assistance of a capable 
and interested physician. We 
have noted no morbidity which 
could be attributed to the stu- 
dent’s work. 

6. Controls 

It is wise to set a time limit 
beyond which potentially danger- 
ous drugs may not be given with- 
out a new order. We have “au- 
tomatic hold” limits of two days 
on narcotics and five days on an- 
tibiotics. 

For medico-legal reasons, as 
well as for teaching purposes, no 
orders may be carried out until 
they are countersigned by a house 
physician. 

The student should be warned 
that his patient care privilege can 
be withdrawn at any time for 
failure to provide quality care. 

There are many benefits to be 
derived from this increased 
teaching of the undergraduate by 
the house staff. 

© The universal, surprised re- 
action of the resident physician is 
that he learns more from guiding 
the student through the intricacies 
of patient care than from provid- 
ing it himself. 


© Close contact with students 
can be frightening because of the 
many incisive questions they ask 
but can be extremely stimulating 
as well. 


© With this type of training the 
medical student by the end of his 
senior year has actually prog- 
ressed through internship level 
from point of learning and ex- 
perience. 


© The student does not feel 
as if his entire function is the 
completing of history and physi- 
cal examination sheets. He does 
not feel that he is always “off the 
ward” when anything funda- 
mental to patient treatment is 
carried out. He is actually 
studying closely what he came to 
medical school to learn, i.e., the 
reaction of a human being to dis- 
ease. Beyond this he is observ- 
ing closely the effect of his treat- 
ment on the disease process. 


© The major benefit of this 
teaching accrues to the patient. 
When the necessarily increased 
watchfulness of the resident is 
added to the inquisitive, persist- 
ent, optimistic attitude of the un- 
dergraduate, greatly improved pa- 
tient care results. 
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NOW—YOU CAN PRESCRIBE THE UNSURPASSED ADVANTAGES OF 


Superior antiallergic effi 


® combines the anti-inflammatory, antiallergic and antihistaminic 
effects of two agents —ARISTOCORT and chlorpheniramine which, sep- 
arately, have been proved highly effective in the treatment of allergy 


permits greater latitude in adjusting dosage to minimum level needed 
for maintenance, because ARISTOCORT and chlorpheniramine are sup- 
plied in the lowest dose tablets available for each component alone 


® supplies ascorbic acid for increased demand in stress conditions 


Indications: Generalized pruritus of allergic 
origin; hay fever, allergic rhinitis, perennial 
asthma, seasonal and perennial rhinitis, 
vasomotor rhinitis; drug reactions and other 
allergic conditions. 


Dosage: One to eight capsules a day in di- 
vided doses. Dosages should be established on 
the basis of individual therapeutic response. 


Precautions: Drowsiness may occur, and is 
usually due to the antihistamine effect. Oc- 
casionally this may also cause vertigo, 
pruritus and urticaria. Because of the low 
dosage, side effects with ARISTOMIN have been 
relatively infrequent and minor in nature. 
However, since Artstocort Triamcinolone 
is a highly potent glucocorticoid with pro- 
found metabolic effect, all precautions and 
contraindications traditional to cortico- 


94 


steroid therapy should be observed. Discon- 
tinuance of therapy must not be sudden after 
patients have been on steroids for prolonged 
periods. It must be carried out gradually 
over a period of as much as several weeks. 


Further information available on request. 


Supply: Each Artstomin Capsule contains: 
Aristocort® Triamcinolone 1 mg. 
Chlorpheniramine Maleate. . 2 mg. 
Ascorbic Acid........... 

Bottles of 30 and 100 


References: 1. Maurer, M.L.: Clinical Re- 
port, cited with permission. 2. Levin, L.: 
Clinical Report, cited with permission. 3. 
Gaillard, G. E.: Clinical Report, cited with 
permission. 
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ARISTOCORT IN ANTIHISTAMINE COMBINATION 


Steroid-Antihistamine Compound LEDERLE 


(lung x 65, injected with carbon-gelatin) 
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comments by 
clinical investigators: 


“I would conclude that 
ARISTOMIN is truly a 
worthwhile aid in treating 
allergic problems.””* 

“The results have been 
uniformly good. The patients 
have stated that their 
symptoms were very much 
relieved. I have not 
encountered any side 
reactions except from one 
patient, who complained of 
some drowsiness, which I 
attribute to the 
antihistamine.”* 

“In general . . . it 
[Aristomin] is an excellent 
product. Over-all, it appears 
to be more effective than any 
simple antihistamine we 
have used. Despite the fact 
that we employed it in the 
treatment of a variety of 
nonselected individuals and 
problems, we had excellent 
and good results in 25 of 
the 39 patients.””* 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y, 
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When Are You Liable 
for Another Doector’s Acts? 


Today’s physician, private practitioner as well as 
hospital staffer, frequently works with other doctors 
and nonphysician assistants. This creates situations 
in which the physician may find himself liable for 


another’s carelessness. 


— a physician gives his 
patient the best care he is capable 
of, he may find himself in legal 
hot water because of an assist- 
ant’s carelessness. 

Physicians have been held li- 
able for the acts of assistants, 
employees, servants, nurses, in- 
terns, orderlies, attendants, part- 
ners. The fact that an employee 
is also a physician is immaterial. 

The legal theory involved here 
is of a principal’s liability for the 
deeds of his agent, or the respon- 
sibility of the master for the acts 
of his servant. 

Let’s examine the hospital sit- 
uation first. When is a nurse, 


attendant, or other hospital em- 
ployee, deemed to be the physi- 
cian’s servant? 

In a 1950 Pennsylvania case 
the intern negligently removed 
the stitches after an operation. 
The court held this was part of 
the postoperative treatment; these 
services were performed by the 
hospital. The operating surgeon 
did not supervise, was not pres- 
ent, and was not liable.* 

Yet, in an earlier case, the 
same court held that the obste- 
trician was liable for the intern’s 
negligent administration of silver 
nitrate to the eyes of the infant 
delivered by the obstetrician. The 
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WIDEST SAFETY MARGIN —AVERAGE THERAPEUTIC DOSE ONLY 
Ys THE TOXIC DOSE.* 


FASTER RATE OF ELIMINATION THAN DICITOXIN OR DICI- 
TALIS LEAF. 


THESE SIMPLE DOSAGE EQUIVALENTS MAKE IT EASY TO 
SWITCH YOUR PATIENT TO GITALIGIN—O.5 mg. of Gitaligin 
is approximately equivalent to 0.1 Gm. digitalis leaf, 
0.5 mg. digoxin or 0.1 mg. of digitoxin. 

Supplied: 

CITALICIN 0.5 mg. Tablets — bottles of 30 and 100. 

CITALICIN Injection Ampuls—2.5 mg. in 5 cc. sterile, 1.V. solution. 
cITALICIN Drops 30 cc. bottle with special calibrated dropper. 


*CATTERMAN, R. C., ET AL.: CIRCULATION 5-201, 1952 
TwHite-s BRAND OF AMORPHOUS GITALIN © TeIBLIOGRAPHY AVAILABLE ON REQUEST 
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No. 9 in a descriptive series on Abbott specialties 


It is no secret that erythromycin is an exceedingly bitter antibiotic 
substance. Coated tablets, of course, present no problem. But 
pediatric suspensions are another matter. Through the years many 
masking techniques have been tried. Still the basic problem of taste— 
particularly with an uncooperative youngster—has been with us. 


Until now, that is. 


Now, with a new derivative of erythromycin—Erythrocin Ethyl 
Succinate—the taste problem has finally been resolved. This new 
vehicle all but eliminates bitterness and aftertaste. Erythrocin Oral 
Suspension is sweet and good-tasting, with a citrus flavor most 
youngsters find especially pleasing. 


And what about therapeutic effectiveness? Ample. You can expect 
high blood levels within 30 minutes, peak concentrations within the 
hour, and therapeutic levels for about six hours after each dose. 


In contrast to many broad-spectrum antibiotics, Erythrocin has 
a bactericidal action against many of the common pathogenic cocci. 
It is indicated for the infections caused by most gram-positive 
organisms—notably staph, pneumo and streptococci (including 
enterococci). Allergy is almost unknown. After millions of prescriptions 
for Erythrocin, serious side reactions have been practically nonexistent. 


Erythrocin Ethyl Succinate Oral Suspension (ready-mixed and 
requiring no refrigeration) is supplied in 60-cc. bottles. Would you 
like the literature? Ask your Abbott man, 
or write us at North Chicago, Illinois. (ott 
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intern was under the control and 
orders of the defendant-physi- 
cian, and the jury was justified in 
finding that a temporary master- 
servant relationship existed.” 


Control 


Normally, if the physician has 
no control over hospital employ- 
ees and they are discharging their 
routine duties, the physician is 
not liable for their negligent acts. 
A case in point involved a pa- 
tient who had been diagnosed as 
a schizophrenic by the defendant 
neurologists. While in an open 
ward, the patient jumped out of 
a window. It was held that it was 
the duty of the hospital nurses 
to keep the patient confined to 
her room. The liability was the 
hospital’s, not the physicians’. 

The operating room presents a 
different situation. Plaintiff had 
been placed on his back on the 
operating table and rendered un- 
conscious by anesthesia. The 
orderly was at the foot of the 
table and the anesthesiologist was 
at the patient’s head, checking 
and recording respiration, pulse, 
etc. 

Defendant surgeon entered and 
ordered plaintiff placed on his 
side and strapped. The orderly 
left the room for a strap; the 
anesthesiologist continued work- 
ing on her chart. 
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The surgeon turned his back 
momentarily, and the plaintiff fell 
off the table, suffering severe in- 
juries. 


Negligent 


A jury found the operating 
surgeon negligent in ordering the 
attendant to do anything which 
might take him away from the 
physical person of the patient 
without first making sure that 
someone else was on hand to 
hold the patient. 

The court overruled the sur- 
geon’s contention that his respon- 
sibility didn’t begin until the start 
of the operation. The court said 
a surgeon’s responsibility begins 
when he assumes supervision and 
direction in the operating room.’ 

Another surgeon was found 
liable for the negligence of an 
assisting nurse who left a sponge 
inside the patient. While there 
are decisions to the contrary as 
to the surgeon’s liability for the 
negligence of the assisting nurse, 
courts which hold the surgeon 
liable do so to pinpoint respon- 
sibility during the intricacies of 
an operation. 


Administerial acts 

The activities of a nurse in pre- 
liminarily cleaning the operating 
room, placing clean sheets on the 
operating table, preparing clean 
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gowns and gloves, etc., are ad- 
ministerial acts performed as an 
employee of the hospital; the 
nurse is not an employee of the 
surgeon.* 

A 1956 Iowa case held, simi- 
larly, that the acts of the hospital 
employees in preping and drap- 
ing patient for surgery were not 
attributable to the surgeon.® 


Acts of specialist 

A physician ordinarily is not 
responsible for the conduct of 
another physician whom he em- 
ploys to act independently. A 
surgeon engaged an anesthesiolo- 
gist, a physician, to administer a 
special anesthetic preparatory to 
the operation. The surgeon was 
not liable for the act of the anes- 
thesiologist in breaking the 
needle.® 

A surgeon was instructed by 
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patient that she did not want a 
spinal block type anesthesia. 
Though he noted this on patient’s 
chart, the anesthetist-physician 
gave a spinal block. 

While the anesthetist was liable 
for injuries on grounds of assault 
(no consent having been given 
for the procedure used, and no 
negligence proved) the surgeon 
was not liable for the actions of 
the anesthetist. The surgeon had 
done all he could reasonably be 
expected to do and was obliged 
to do. He was not an insurer, nor 
was the anesthetist his agent.’ 

However, when a nonphysician 
administers anesthesia, then the 
operating surgeon may be charged 
with liability. A surgeon arranged 


. for a hospital nurse to administer 


anesthesia to a child prior to a 
tonsillectomy. An overdose was 
given and the patient died. The 
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Initiate therapy with HYDRODIURIL: one 25 mg. tablet _ 

or one 50 mg. tablet once or twice a day. HYDRODIURIL by itself often causes an 
adequate drop in blood pressure over a period of two to three weeks. This may 
be all the therapy some patients require. ‘ 


Add or adjust other agents as required: 
HYDRODIURIL enhances the activity of all commonly-used antihypertensive 
agents; thus, the dosage of other medication (rauwolfia, reserpine, hydralazine, 
veratrum) should be initiated or adjusted as indicated by patient condition. 

If a gangiion-blocking agent is contemplated or being used, usual dosage must 
be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must 
3 be frequently observed ahd careful adjustment of all agents should be made 
to establish optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 

*YORODIURIL is a trademark of Merck & Co., INC. 

Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC 


& MERCK SHARP & DOHME, Division of Merck & Co., INC., Philadelphia 1, Pa. 
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court held the surgeon was in 
charge of the nurse during the 
operation and responsible for her 
acts.® 

The anesthesiologist, converse- 
ly, is not chargeable with the neg- 
ligence of the operating surgeon. 


X-ray injury 


In cases of x-ray injury plain- 
tiff often sues the physician rec- 
ommending x-ray treatment al- 
though the physician himself does 
not give the treatment. The nub 
of the case depends on the de- 
gree of control exercised by the 
alleged master. If the x-ray tech- 
nician can be shown to be an 
employee of the physician, lia- 
bility will attach to the physician. 

But where an _ independent 
physician is recommended for the 
actual procedure, the recom- 
mending physician ordinarily is 
not liable. Nor is the physician 
usually liable for the acts of a 
substitute. It’s important, how- 
ever, that the physician use ordi- 
nary care in choosing a special- 
ist or substitute. ; 


Joint liability 


There are instances, of course, 
where physicians may diagnose 
or treat a case jointly. In such 
situations they may be jointly 
liable for the negligent acts of 
the other. 
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Patient engaged defendant X 
to treat her broken hip. Defen- 
dant X called in defendant Y. 
Both physicians diagnosed and 
treated patient, often together. 
The court held both were liable 
for erroneous diagnosis and treat- 
ment, and failure to take x-rays. 

Defendant X argued she with- 
drew from the case early in the 
treatment. The court held that 
she could not relieve herself from 
responsibility in a case simply by 
staying away without notice to 
patient.® 

A family physician ordinarily 
would not be liable for the negli- 
gence of the operating surgeon 
whom he recommended. But 
when the family physician par- 
ticipates in the diagnosis and con- 
tinues in active charge of the 
case, he can be held jointly lia- 
ble. Division of service between 
physicians means division of re- 
sponsibility and liability. 


Resident 


Defendant, a resident surgeon 
of a hospital, was assigned by the 
hospital authorities to assist a 


surgeon in an operation. The 
resident performed the operation 
while the principal surgeon as- 
sisted and addressed an audience 
of students. 

Both men were charged with 
malpractice. The resident claimed 
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To the relief of musculoskeletal pain, 


MEDAPRIN 


adds restoration of function 


Analgesics offer temporary relief of 
musculoskeletal pain, but they merely 
mask pain rather than getting at its 
cause. New Medaprin, in addition to 
bringing about prompt subjective im- 
provement, promotes the restoration of 
normal function by suppressing the in- 
ammation that causes the pain. 


Medaprin, Upjohn’s new analgesic- 
steroid combination, contains aspirin 
plus Medrol,** the corticosteroid with 
the best therapeutic ratio in the steroid 
feld.* Instead of suffering recurrent dis- 
comfort because of the “wearing off” of 
analgesics, the patient on Medaprin ex- 
periences a smooth, extended relief and 
more normal mobility. 
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The recommended dosage is 1 tablet q.i.d. 
The usual cautions and contraindications 
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e@ 300 mg. acetylsalicylic acid, for 
prompt relief of pain 
e@ 1 mg. Medrol, to suppress the caus- 
ative inflammation 
e@ 200 mg. calcium carbonate, as buffer 
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that he was under the direction 
and control of the principal sur- 
geon at all times and that it was 
his duty to follow the principal 
surgeon’s instructions and direc- 
tions during the course of the 
operation. 

The fact that the resident per- 
formed the operation with or 
without assistance or direction 
made him a co-actor and jointly 
liable with the principal surgeon 
for any malpractice occurring 
during the operation.’° 


Acts 


Where physicians act jointly 
in diagnosing or treating a case 
they are liable for each other’s 
negligence not only in commis- 


sion but in omission as well, i.e., 
for what they saw or should have 
seen of the other’s acts. 

Partners in the practice of 
medicine are all liable for the 
acts of each other and their as- 
sistants. In one case, defendant 
partners were liable for the neg- 
ligence of their employee in fail- 
ing to use proper care in the ap- 
plication of diathermy treatment 
to plaintiff." 

A physician’s insurance policy 
expressly omitted coverage for 
bodily injury “caused by the as- 
sured or any assistant of the 


assured . . . while engaged in... 
any unlawful act . . . or the vio- 
lation of any law or ordinance.” 
Malpractice insurance 

Physician hired an unlicensed 
assistant whose negligent acts 
were the basis of a malpractice 
suit. It was held that the insur- 
ance company was not liable un- 
der the policy.’ 

In another case, the physician 
was insured against malpractice 
by any assistant in his employ 
“while acting under the assured’s 
instructions.” He employed two 
assistants, both physicians. One 
of his assistants responded to a 
call, made a diagnosis and 
treated the injuries. At no time 
did the insured physician person- 
ally direct the assistant with ref- 
erence to the treatment of the 
injured man or have personal 
knowledge of the particular case. 

The physician argued that his 
assistant acted under previous 
general directions and within the 
scope of his employment. 

This argument did not con- 
vince the court, which ruled that 
the insurance company was not 
liable under the policy.’* The 
physician should have specifically 
instructed his assistant in the 
case. 
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"Now you boys both know the rules. You don't start fighting for G.I. bleeders until 
they clear admitting. No stealing peptic ulcers... ." 


June 1959, Vol. 5, No. 6 


vio- 
nce.” 
two S W 
to a ~w! 
and 
time 
rson- ; 
1 ref- 
sonal 
case. | 
it his | 
vious : 
n the 
con- 
1 that 
s not 
The PALAELD 
ically 
1 the 
107 


In Common Infections 


Clinical Effectiveness of 


507, resp 


pacumen bit 


pathogens. 
“Include saute rits and iymp 
Veaereum. Aino cyst 


i Synouitis, iniect 
fever ef mired 9 


CYCLAMYCIN is dependable, effective therapy M4 
in infections caused by most gram-positivg 


pathogens, including many strains of staphyl{™ Data E 
ococci; also some gram-negative pathogens 
CYCLAMYCIN has been found to be exception a “we 


ally well tolerated. Serious reactions due t 
sensitization or toxicity are rare. Effects o 
normal flora are minimal. 


References: 1. Isenberg, H., et al.: Antibiotics Esa my 1958-1959 


Medical Qa pp. 284-286. 2. Kaplan, M.A., an 
Goldin, M.: Ibid., 23.276 3. ee R., Asay, L.D.: J 
Pediatrics 53 :676- (Dec.) 1958 B.H., Jr., et 


Antibiotics Annual 1958-1959, Medical Encyclopedia, Inc., oe 
424. 5. Loughlin, F.H., et al.: Ibid., pp. 268-269, and 333-31 
6. Meliman, W.J., s al.: Ibid., pp. 319- 526. 7 7. Olansky, S., 


McCormick, G.E.,” Jr.: tbid., pp. 265-267. 8. Shubin, H., et Suppliec 

Antibiotics Annual Toa" 1958, Medical Encyclopedia, Inc., ‘DD. 

J.R.: Antibiot. Med. & Clin. Therap. 
ug. 


Suspens 


| 
2 
: 
t 
na 
3 
i 
Sp { 


ns Dependable Clinical Response 


of 


response 60% 20% 80% 9% 


ee 


ages 


Rapid and Slower or less 
herapy complete response complete response 
ositive 


aphyl#§ Data based on 779 cases reported in the literature’ 
ogens 


>ption 
due t 


Triacetyloleandomycin, Wyeth 


Supplied: Capsules, 125 and 250 mg., vials of 36. Oral [Benet] 


‘pp. 
‘ened Suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fl. oz. Philadelphia 1, Pa. 


a “workhorse mycin” for common infections 


Triacetyloleandomycin in Common Bacterial Infections 
100% 


ed 
& 
« 
+ 
‘ 
$ 
. 
. 
. 
. 
: | 
< . 
q 
| 
4 
. 
‘g 
call 
M.A., ana 
jr., et 
333-334 
S., ang 
et a 


The Battle to 


. preparing the following ma- 
terial for RESIDENT PHYSICIAN, 
the writer came across a recent 
article by one of the foremost 
figures in the medical world, Dr. 
Howard A. Rusk. Under the 
title: “Rehabilitation—An Over- 
view,” the head of the Depart- 
ment of Physical Medicine and 
Rehabilitation of New York Uni- 
versity called attention to an 
urgent problem yet to be solved 
in our approach as a nation to 
the less fortunate among us who 
suffer from crippling afflictions. 
“The primary deterrent to the 
more rapid expansion of both re- 
habilitation services for adults 
and of special education services 


Halt Cerebral Palsy 


In the ten years since its founding, United Cerebral 
Palsy Association has expanded rapidly, now ranks 
among the top five voluntary health agencies in the U. S. 


Samuel K. McConnell, Jr. 


for handicapped children remains 
the acute national shortage of 
qualified personnel,” Dr. Rusk 
wrote. 


Shortage 


The impact of this undeniable 
truth is continually uppermost in 
the minds of those of us active 
in the voluntary health organiza- 
tions. Not.only are we aware of 
the acute need for more physical 
and occupational therapists, more 
psychologists and trained coun- 
selors, additional qualified speech 


Mr. McConnell is the Executive Direc 
tor of the United Cerebral Palsy Asso- 
ciations. 
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and hearing experts, more trained 
vocational rehabilitation person- 
nel, a greater number of spe- 
cialized teachers, but above all 
more new young doctors in the 
neurological specialties. 

Dr. Rusk paid tribute to the 
federal government for its efforts 
during the past ten years to ex- 
pand our national plant, facilities, 
and improved techniques which 
began under the guidance of the 
Prosthetics Research Board of 
the National Research Founda- 
tion and later expanded. He 
praised the older voluntary health 
agencies for expanding their serv- 
ices in the broader areas of re- 
habilitation and added that dur- 
ing the period mentioned, new 
organizations such as United 
Cerebral Palsy “have come into 
existence and have launched sig- 
nificant and greatly needed pro- 
grams for sufferers from the dis- 
abilities in which these organiza- 
tions are interested.” 


Warning 


We are indeed proud to have 
been among the agencies singled 
out by this esteemed medical 
leader who also heads New York 
University’s Bellevue Medical 
Center and the World Rehabilita- 
tion Fund. But we are perhaps 
more grateful for the warning 
Dr. Rusk sounded when he called 
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attention to the need for greater 
attention to the disabilities field 
and the urgent need for qualified 
personnel, which the writer has 
already remarked certainly in- 
cludes a need for more physicians 
specializing in both treatment 
and research in the neurological 
diseases. 

As the voluntary agency, such 
as the one I have the honor to 
serve as executive director, grows 
—and we are growing with each 
passing year—this vital need for 
more and more trained personnel 
to meet the ever broadening de- 
mands upon us is becoming in- 
creasingly apparent. 


Time 


However, individual substance 
and intensive study are required 
to develop a good physician in 
neurological sciences. And for 
the time being the writer can only 
urge that until the day comes 
when we have more than 4,000 
neurologists out of the 200,000 
physicians in general practice, the 
specialties; or in the federal agen- 
cies and our armed forces, our 
current population of general 
practitioners, residents and in- 
terns acquaint themselves with 
the complexities of the crippler 
known as cerebral palsy and turn 
to the available sources of infor- 
mation which will help them in 
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understanding the particular 
medical and psychological prob- 
lems involved in treatment. 

To this end United Cerebral 
Palsy Associations and its many 
affiliates, through their medical 
boards or physicians active in the 
latter, are anxious to supply such 
information and guidance to any 
physician who seeks it. 

And in a more practical vein, 
UCPA, through its Research and 
Educational Foundation has made 
funds available for fellowships 
in post-doctoral, clinical and stu- 
dent categories. This past year, 
UCPA appropriated more than 
$100,000 for fellowships in the 
fields mentioned above. 

Stated in simplest terms, the 
basic role performed by United 
Cerebral Palsy Associations is 
service to an ever widening num- 
ber of the cerebral palsied and a 
consistent program of medical 
research aimed at eventually find- 
ing a scientific means, or a series 
of such means, for prevention. 
Facts 
As this article is directed to- 
ward the 42,000 interns, hospital 
executives and medical school 
deans throughout our country, 
the writer will attempt to con- 
fine himself to facts, which are 
pertinent to this large group of 
professionals. 


First, some of the facts: 
@ There are 600,000 men, 
women and children within our 
national boundaries afflicted with 
cerebral palsy. 

@ Cerebral palsy is brain dam- 
age, affecting to various degrees 
of severity, bodily movement and 
the sensory organs. It may in- 
volve one, or all, of the latter. 

United Cerebral Palsy Asso- 
ciations was formed in 1949 by 
parents of cerebral palsied chil- 
dren and a group of prominent 
citizens and physicians who felt 
that the medical, habilitation, ed- 
ucational, and morale problems 
involved required an independent 
organization dedicated to these 
specific aims . . . in brief, con- 
centration upon the particular 
problem of services and research 
in cerebral palsy. 

From this beginning a decade 
ago, there has sprung up through- 
out the country a network of 340 
affiliates which concentrate at- 
tention on the needs of cerebral 
palsied children, teenagers, and 
adults in_all vital fields of serv- 
ice. These include special educa- 
tion programs, physical treatment 
through clinics, hospitals and 
other treatment facilities, voca- 
tional training to help the afflicted 
train for jobs, psychological aid 
to the cerebral palsied and par- 
ents or relatives, and the pro- 
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vision of various therapies by the 
experts in the areas of speech and 
hearing. 
Support 


Toward these purposes over 
the years, UCPA has raised mil- 
lions of dollars through the gen- 
erous response of the American 
public. During 1958, $9 million 
was contributed by the public in 
response to our annual appeal. 
Seventy-five percent of all monies 
raised remains on the local scene 
and is appropriated by the affili- 
ates for the many urgent services 
required to help the cerebral 
palsied. The balance of twenty- 
five percent goes to the national 
organization and is spent for 
medical research, education of 
the public as to the nature of this 
cruel crippler, and administrative 
purposes. 

An interesting and significant 
parallel may be drawn, histori- 
cally, between the rise of UCPA 
during the past decade—a rise, 
which in that comparatively brief 
span, has placed it among the 
five leading voluntary health 
agencies in our nation—and the 
increased awareness of the need 
for the subsequent expenditure of 
funds and medical manpower on 
the part of the federal govern- 
ment for physical rehabilitation 
programs. Both phenomena re- 


disabilities. 
Employment 

Only a short decade ago, our 
combined federal-state efforts 
placed less than 50,000 persons 
into active employment. In fact, 
during the entire period of 1920 
to 1943, state and government 
activities in rehabilitation enabled 
less than a quarter of a million 
disabled to achieve gainful em- 
ployment. But during the 1957 
fiscal year alone, similar state- 
federal programs reached 216,- 
570 persons, and of this figure, 
more than 71,000 were restored 
to gainful employment. 

Few facilities 

Going back ten years again, 
this time into the voluntary health 
field, very little was being done 
for our citizens stricken with 
cerebral palsy. Few facilities ex- 
isted in either state, municipal or 
private hospitals or clinics de- 
signed for treatment of the cere- 
bral palsied, young or old. 

In general, the complexities of 
this terrible affliction were under- 
stood by very few doctors. The 
writer does not mean to imply 
a disinterest, or an absence of 
medical responsibility; there sim- 
ply existed a static situation as 
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regards our understanding of the 
nature of cerebral palsy, its 
etiology and treatment. 

Generally, patients were 
lumped together with epileptics, 
the mentally retarded, or consid- 
ered beyond help. Privately, few 
institutions, special schools, or 
treatment facilities existed for 
handling the cerebral palsied. 
Those in operation at that time 
were, in the main, prohibitively 
costly for the average patient. 

Medical research was scat- 
tered, usually pursued under the 
broader context of studies of the 
brain and the central nervous 
system. 


Syndromes 


True, cerebral palsy had been 
identified and its breakdown for- 
mulated into its classic phases: 
the London physician, Dr. Wil- 
liam John Little was first to de- 
scribe the spastic diplegic syn- 
drome as far back as 1861. But 
medical studies progressed in 
this country and in other parts 
of the world only during and af- 
ter the 1920’s when cerebral 
palsy was divided into its various 
new - recognizable syndromes: 
spastics, athetoids and ataxics. 
Within these broad categories, 
medical investigators have more 
recently performed the invalu- 
able task of subdividing these 


three principal types into further 
neurological entities, thus en- 
abling medical science to pin- 
point more accurately diagnosis 
and treatment. 

The American Academy for 
Cerebral Palsy, whose member. 
ship includes the highest ranking 
cerebral palsy medical specialists, 
adopted the following general 
basic classification for cerebral 
palsy: 

A. Spastic 

B. Athetotic 

1. Tension 
2. Non-tension 
3. Dystonic 
4. Tremor 

C. Rigidity 

D. Ataxia 

E. Tremor 

F. Atonic 

G. Mixed 


Projects 


During the current year, 
UCPA has given financial sup- 
port to a host of medical schools 
and hospitals, in addition to sup- 
plying funds for workshops to up- 
date therapists, special teachers, 
nurses and other paramedical 
personnel. 

Research projects range from 
basic studies of the neuron to 
fundamental approaches for cor- 
rection of sensory defects and 
thence into the wider areas of 
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clinical research, some of the lat- 
ter having close relationship with 
the huge coordinated program 
currently directed by the National 
Institute of Neurological Diseases 
and Blindness. 

Allocation of UCPA funds for 
these purposes is handled by a 
group of responsible men and 
women in the medical and busi- 
ness world. UCPA is proud of 
the fact that the reins of its medi- 
cal activities are held by such 
capable hands as Dr. H. Houston 
Merritt, acting dean of Colum- 
bia’s School of Medicine, and 
that its administrative policies are 
guided by persons of stature in 
the world of commerce, outstand- 
ing citizens such as Roger S. 
Firestone. 


Vocational training 


Mentioned earlier was the en- 
couraging aspect of mounting 
concern by government and the 
lay public with the problem of 
crippling afflictions. It was my 
good fortune to have entered the 
voluntary health agency field with 
some knowledge of the national 
rehabilitation picture, the result 
of experiences as a member of 
Congress from 1944 until 1957 


when I resigned to join UCPA.. 


As ranking minority leader and 
later, majority chairman of the 
House Education and Labor 
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Committee, the writer sponsored 
the Amended Vocational Re- 
habilitation Act, known as Pub- 
lic Law 565 during the Eighty- 
third Congress. The inadequate 
existing law was thus strength- 
ened in 1954 to greatly enhance 
the scope of assistance given to 
those in need of vocational train- 
ing and the various forms of re- 
habilitation aid. 


Progress 


S. L. Warren, Ph.D., State Co- 
ordinator of Internship Training, 
N. Y. State Department of Edu- 
cation, Division of Vocational 
Rehabilitation, in a review titled: 
“A Decade of Progress In Re- 
habilitation,” stated: “ ...A 
little over three years ago, a 
sweeping new charter in the form 
of the Vocational Rehabilitation 
Act of 1954 paved the way for 
an even greater advance in the 
key phases of the rehabilitation 
program. This Legislative frame- 
work provides for a substantial 
increase in funds for cooperating 
State agencies, and permits wider 
latitude in the use of such funds. 
For the first time, grants can be 
made to private groups whose 
activities promise to further na- 
tional objectives. To help allevi- 
ate acute shortages in profes- 
sional personnel, without whom 
any significant expansion of the 
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program would be out of the 
question, provision is made for 
stipends to qualified students and 
for grants to institutions training 
people in the various disciplines 
engaged in rehabilitation. The 
Act also called for the establish- 
ment of a National Advisory 
Council to help carry out a pro- 
gram of special research and 
demonstration projects whose 
aim is to seek new knowledge and 
better methods in rehabilitation.” 


Cooperation 


Now in private life, as direc- 
tor of a voluntary health agency, 
I am aware that no matter how 
broad or how effective federal aid 
of this sort may be, there still re- 
mains those unsolved problems 
which government cannot, and 
should not become responsible 
for under our free enterprise sys- 
tem. These are the problems that 
face us, as laymen and physi- 
cians. And what are they, pre- 
cisely? More understanding of 
crippling afflictions, more close- 
knit cooperation betweén the 
voluntary health agencies and 
the medical men of America. As 
always, common social problems 
are solved by people, not govern- 
ment. 

The national health status of 
the American people is a great, 
complex and continually broad- 


ening challenge. We are ex- 
tremely fortunate in having the 
finest medical profession and 
health facilities of any nation on 
the face of the globe. But des- 
pite my admiration on the one 
hand, it is counterbalanced and 
tempered by certain realities. 
There exists too big a gap be- 
tween ourselves as a voluntary 
organization and this great army 
of practicing physicians and 
medical scientists. The writer 
feels strongly that it is one of 
our tasks to establish closer con- 


tact, a stronger rapport with the mak 

men and women who, in the final J "ig 

analysis, safeguard our health— a 

the American medical world. A 

And one way to help bring about $4.2 

this contact, the writer believes, R 

is to inform physicians and all § Ped 

branches of the medical sciences 

what UCPA is, what it is doing, ff |. 

what it hopes to do in the fu- \ 

ture, and how sincerely we hope 

the profession will join with us 

in increasing numbers to com- 

bat cerebral palsy, this greatest 

of multiple cripplers. = 

Demand M 
As we progress as a voluntary 0’ 

health agency, we intend to ren- 

der increasing services to those § ,, 


in need. The public will rightly 
demand that we do so—health 
authorities generally are becom- 
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ing acutely conscious of this de- 
mand. 

Last October, while address- 
ing a meeting of the American 
College of Preventive Medicine, 
Dr. Aims C. McGuiness, of the 
U.S. Department of Health, 
Education and Welfare placed 
emphasis upon this growing 
trend. He declared: “As con- 
trasted with the situation which 
existed prior to World War II, 
we now have in America a 
citizenry keenly interested in 
health and broadly aware of what 
is now available in medicine—a 
citizenry which, through its dimes 
and dollars, is contributing to all 
sorts of disease oriented founda- 
tions. Furthermore, we have a 
citizenry which not only expects 
the search for new medical 
knowledge to go forward at an 
even greater pace, but which also 
will insist increasingly that the 
great advances in medicine some- 
how be made available to all.” 

As UCPA spreads its message, 
as it alerts the people and the 
general practitioner to the nature 
of cerebral palsy, as it fianances 
and encourages medical research 
and slowly uncovers many of the 
still hidden causes of this crip- 
pler, there is bound to be a grow- 
ing demand by the lay public that 
UCPA, and the medical profes- 
sion produce a cure. You are 
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aware, of course, there is nowhere 
on the research horizon any glim- 
mer of a so-called cure for cere- 
bral palsy. From what we know 
at present the best we can hope 
for—perhaps for many years to 
come — will be the development 
of precautionary techniques, par- 
ticularly during the perinatal 
period, and the maximum pos- 
sible in physical rehabilitation for 
those who are born with the af- 
fliction. This explains our em- 
phasis as a health agency upon 
service. 

Medical research into the na- 
ture and causes of cerebral palsy 
will continue to be one of the 
cardinal tasks of UCPA, and we 
shall never give up hope of medi- 
cal scientists eventually discover- 
ing a way of regenerating dam- 
aged brain tissue, of bringing 
back to life dead cells. 

However, the aim of UCPA 
researchers is prevention. Reach- 
ing that goal will be one of the 
great achievements in medical 
annals. Toward this end we shall 
give increasing support. We re- 
spectfully urge you, whether in- 
tern, practitioner, specialist, 
medical school dean, or hospital 
director, to become acquainted 
with UCPA and help us in fight- 
ing this scourge which sears its 
brand on one baby born every 
fifty-three minutes. 
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These questions were prepared 
especially for RESIDENT PHYSICIAN 
by the Professional Examination 
Service, a division of the American 
Public Health Association. 


Answers will be found on page 133 


1. The administration of liver 
extract to a patient suffering 
from a relapse of pernicious an- 
emia does not cause a: 

A) Rise in blood sugar. 

B) Rise in serum uric acid. 

C) Fall in plasma iron. 

D) Fall in plasma bilirubin. 

E) Retention of nitrogen. 


2. The anticoagulant action of 
heparin can be inhibited by: 

A) Serum. 

B) Prothrombin. 

C) Calcium salts. 

D) Fibrinogen. 

E) Protamine. 


3. The main advantage that 
bromides have over other seda- 
tives is that: 
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A) Acute fatal poisoning by 
them has seldom if ever occurred 
in man. 

B) Prolonged use of these 
drugs has few undesirable side 
effects. 

C) Sleep induced with these 
drugs is usually deep and re- 
freshing. 

D) They produce marked 
euphoria without habituation. 

E) Mentation is _ relatively 
unaffected. 


4. The usual method of elimi- 
ination of phenobarbital from the 
body is its: 

A) Combination with glycine 

B) Excretion by the kidneys, 

C) Combination with glucu- 
ronic acid. 

D) Split to urea and a 3- 
chained fatty acid. 

E) Oxidization in the liver. 


5. The sensory abnormality 
- known as thalamic overreaction 
consists of: 

A) Overreaction to ordinary 
stimuli. 
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B) A _ lowered threshold to 
sensory stimuli. 

C) A raised threshold to sen- 
sory stimuli and overreaction. 

D) Episodes of sham rage in 
the decerebrate animal. 

E) A _ lowered threshold to 
sensory stimuli and overreaction. 


6. The maximum serum con- 
centration of terramycin obtained 
after a single oral dose of 50 
mgm./kg. is approximately: 

A) 2.6 Micrograms percent. 

B) 14.0 Micrograms percent. 

C) 28.0 Micrograms percent. 

D) 42.0 Micrograms percent. 

E) 80.0 Micrograms percent. 


7. Rapid diuresis in a fully 


digitalized patient may produce 
cardiac arrhythmias by: 

A) Throwing an _ excessive 
load on the heart. 

B) Vagal stimulation. 

C) Decreasing the concentra- 
tion of potassium in the blood 
serum. 

D) Mobilization of digitalis 
from extravascular fluids. 

E) Producing coronary artery 
spasm. 


8. In a patient on daily 10- 
gram doses of ammonium chlor- 
ide, a positive sodium balance 
usually appears around the: 

A) Second day. 
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B) Fifth day. 
C) Tenth day. 
D) Fourth week. 
E) Second month. 


9. In administering digitalis 
to a patient with auricular fibril- 
lation, the therapeutic effect and 
dosage should be gauged, among 
other things, by the: 

A) Radial pulse rate. 

B) Onset of vomiting. 

C) Disappearance of dyspnea. 

D) Apical rate. 

E) Degree of comfort of the 
patient. 


10. The treatment of choice in 
beriberi heart disease with right 
heart failure is: 

A) Quinidine for control of 
the frequent arrhythmias. 

B) Mercurial diuretics for 
control of peripheral edema. 

C) Vitamin B,. 

D) Vitamin B,. 

E) Digitalis. 


11. 17-ketosteroid excre- 
tion of nearly zero in a male pa- 
tient suffering from Addison’s 
disease suggests: 

A) Almost total absence of 
adrenal cortical function. 

B) Tuberculous rather than 
atrophic adrenal cortices. 

C) Laboratory error. 

D) Secondary rather than pri- 
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E) Development of adrenal 


cortical hemorrhage. 


12. The bilirubinemia of heart 
failure is the result of: 

A) Impaired renal excretion 
of urobilinogen. 

B) Increased hepatic blood 
flow. 

C) Increased rate of hemoly- 
sis and decreased excretion of 
bile. 

D) Decreased excretion of 
of bile. 

E) Increased rate of hemoly- 
sis. 


13. The purplish red skin 
striae of Cushing’s syndrome are 
thought to result from: 

A) Polycythemia. 

B) Sodium retention. 

C) Changes in the basal cells 
of the epidermis. 

D) Increased collagen. 

E) Tissue protein defect. 


14. In moderately severe cases 
of blastomycosis, a promising 
drug that may be tried is: 

A) Chloromycetin. 

B) Aldinamide. 

C) Stilbamidine. 

D) Isoniazid. 

E) Nitrogen mustard. 
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Doctor's Name? 
hydro 
labor 

aii in Persia in 980, he is § use ol 

known as the Prince of Physi- § ingitis 

cians. He was also an eminent § paraly 

philosopher, scientist, statesman ach 1 

and poet. the ar 

At the age of 10 he knew the § Th 

Koran by heart. At 16 he began lated 

the study of medicine. At 18 he j Creme 

was famous. At 21 he had writ- @ form : 
ten an encyclopedia of the sci- § medic 
ences. then : 

He wrote in Arabic and in @ties 

Persian. His philosophy and his § Mont 

poetry are among the greatest in § His 

Arabic literature. work 

His great medical work is the § recov 

Canon, of some one million ises o 

words, intended, as its title indi- ics at 

cates, to be the authoritative and JJ also + 

final word on medicine. It is a J physi 

coordination of Hippocrates, § mony 

Galen and Aristotle, the latter his @ istry. 

idol. Usele 

The Canon is divided into five J have 
books. The first is devoted to fj medic 
theoretical medicine, the second J been 
to simple medicaments, the third He 


to diseases and their treatment Ca 
according to their locality, the Ar 
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fourth to general diseases which 
attack various parts of the body 
at the same time, the fifth to the 


composition and preparation of.-| ; 


drugs. Some of the subjects 
dealt with are poisons, rabies, 
venesection, cancer of the breast, 
hydrocele, tumors, skin disease, 
labor (in which he describes the 
use of obstetrical forceps) men- 
ingitis, chronic nephritis, facial 
paralysis, pyloric stenosis, stom- 
ach ulcers, tic douloureux and 
the anatomy of the eye. 

The Canon was badly trans- 
lated into Latin by Gerard of 
Cremona but remained in this 
form as the standard textbook of 
medicine until about 1650; it was 
then still in use in the universi- 
ties of Vienna, Louvain and 
Montpellier. 

His second most important 
work was al-Shifa (the book of 
recovery), which includes treat- 
ises on logic, physics, mathemat- 
ics and metaphysics. He wrote 
also on the speed of light, the 
physics of musical tones and har- 
mony, mineralogy and chem- 
istry. One of his works, On the 
Uselessness of Astrology, could 
have eliminated a pernicious 
medieval practice had its advice 
been accepted. 

He died in 1037. 

Can you name this doctor? 

Answer on page 133. 
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Leads 
and Needs 


Rates 


Personal classified advertising rates 
are $4.00 for ads of thirty words or 
less plus 12c for each additional word. 
When a box number is used and an- 
swers sent care of ResipENT PHYsICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 

For semi-display ads set in bold face, 
the rate is $4.75 for 30 words or less, 
plus 15c for each additional word. 

Commercial classified rates are $8.00 
for ads of twenty words or less plus 20c 
for each additional word. Commercial 
rates include all ads of manufacturers, 
dealers, agencies, etc. Count four addi- 
tional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $9.00 for 20 
words or less, plus 20c for each addi- 
tional word. 

ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. RESIDENT 
Puysician, 1447 Northern Boulevard, 
Manhasset, New York. 


Going Into Practice? There Are Many choice 
opportunities in all fields which you would 
not normally be aware of. We have many 
that might interest you. baste us. 

The New York Medical ao 
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Specialists in Placement 


PHYSICIANS WANTED 


WANTED—PHYSICIAN TO ASSOCIATE WITH 
six-man group caring for mining company's 
employees and families; includes general 
practice; obstetrics anesthesia, surgery and 
industrial work; salary $10,000’ to start; no 
enses; livin good: excellent 

openi Call or write: 
Chief S Surgeon, Home- 
toed: South Dakota. 


PHYSICIAN for a 1700 bed progressive or 
ropsychiatric Hospital—sala $890 
ra allowance of 15% if ad a 
tified. Write: Manager Veterans Adminis- 
tration Hospital, Danville, Illinois. 


ORTHOPEDIC SURGEON WANTED. 
established expanding |8-man group located 
in_ excellent hospital. Board eligible or cer- 
tified. Good salary for 2 a with op) 
tunity for group partnership, or excelle lent 
transition from residency to private prac- 
tice. Apply, Dr. Charles E. Holzer, Holzer 
Clinic, Gallipolis, Ohio. 
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